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VIOLENT ENCOUNTERS: 
 
MEDIATIZATION, SOCIO-MEDICAL LEGITIMATION, TBI, AND CTE— 
 
LIVED EXPERIENCES OF NFL PLAYERS, MILITARY VETERANS,  
 
AND THEIR CARETAKERS 
 
MADISEN ELISE BROWN 
 
ABSTRACT 
Clinical Researchers recently identified NFL players and US military veterans as high-
risk populations for sustaining repetitive Traumatic Brain Injury (TBI) and developing 
the neurodegenerative disease Chronic Traumatic Encephalopathy (CTE). American 
culture celebrates military veterans as national heroes, and NFL players as popular 
athletes and social icons. Both subcultures are constructed around hyper-masculine ideals 
embedded in tenants of violence and aggression, suffer repeated TBIs due to this nature, 
and are ultimately at high-risk for developing CTE. The TBI/CTE phenomenon also 
affects family members who assume care-taking responsibilities for these first two 
populations as their loved one’s symptoms persist. The purpose of this research is to 
understand the TBI/CTE experiences of NFL players, military veterans, and their 
caretakers, and how all three populations intersect with mediatization and the social and 
medical legitimation of TBI/CTE in America. Using narratives from all three 
populations, I explore how power dynamics within the NFL and US military have 
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intersected with modern media outlets and functioned to socio-medically legitimize a sick 
role for those who suffer from persistent symptoms of TBI and CTE.  
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CHAPTER ONE: IN THE BEGINNING   	
“It is a strange feeling, to love something so much, and then grow—not to hate the thing itself—
but to hate the feeling of loving that thing. My mind is a war-torn and contentious place as I 
continue to study, watch, write, learn, and investigate; I am caught in a moral struggle. Do I act 
as if I do not know the things that I have now become so intimately knowledgeable of—and 
continue to foster this love? Or, do I abandon this deeply rooted affection, and all its greater 
meanings for my own identity in the world, and take a stand against what I now feel is 
unjustifiable suffering? If I choose the first path, my present human identity will remain 
undamaged. But if I choose the second path…who then, will I be?” 
—Reflections by the Author, Madisen Brown 
  
Figure 1 : Green Bay quarterback Aaron Rodgers 
(Boston, 2019) 
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Fieldnotes: Thursday, October 4, 2018 
 
It was my first National Football League (NFL) game.  
I have never been to one in-person before. I was hoping my first game would be at 
Lambeau field in Green Bay, Wisconsin, watching my beloved Packers jogging up and 
down the field in their green and gold uniforms—but I was happy to settle for a 
contentious rematch between the New England Patriots and Indianapolis Colts at Gillette 
Stadium in Foxborough, Massachusetts.  
 
Looking back on it now, I’m glad It wasn’t my green and gold boys that I saw colliding 
over and over again on the phony green turf. 
  
Our seats were awful, but I was so excited to be there that I didn’t care. 
I made a comment to my friend who about just how poor our view of the field was: 
“Hold my beer, my nose is bleeding”.  
We laughed, knowing that even with some of the worst seats in the house, not a single 
drop of our enthusiasm lessened. 
 
I was taking mental notes about the experience as I waited for the game to begin; maybe 
there was something about it that I could add in to my thesis later.  
I looked around the stadium as I waited. From our nosebleed view, I could clearly see the 
whole colosseum style venue.  
It caught my eye suddenly –the stadium was shaped like an oblong football, but it was 
also shaped kind of like the human brain.  
The symbolic irony felt psychologically painful. 
 I made a concerted effort to move my thoughts away from my thesis work—how would I 
enjoy my first NFL game experience if all I could think about were the injuries the 
players were un/knowingly enduring?  
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But how could I not think about those injuries when I was watching them happen right in 
front of me? 
But that revelation would come later, in the first quarter of the game, and again in the 
second, and again, and again… 
 
My excitement grew at the same pace as the inflating red tunnel on the field— slowly at 
first, and then much faster as the massive Patriot head began to rise toward the sky. 
When it was fully inflated, it stood tall above the crowds in the first dozen or so rows. 
Everyone in the stadium waited excitedly to watch the players run through the massive 
outstretched tunnel and onto the football field.  
I could feel my own heartbeat hasten in expectation.  
 
I made a joke about the possibility of writing the cost of the ticket off as a “research 
activity”—after all, my research was partly about head and neck injuries of football 
players.  
Given the nature of this aggressive game, there was bound to be some serious injuries 
inflicted by both teams. 
On top of that, this was football—multiple subconcussive injuries occurred across the 
field with every play. 
 
It took only a split second for the energy in the arena to escalate.  
The music blared loudly from every corner. Red, blue, and white lights blazed into the 
stands and onto the field. Fireworks startled me as they shot off from the roof of the 
stadium, just above my head, and sirens blared above the noise as the Patriots ran 
proudly onto their home field.  
The team was led by their legendary 5-time (now 6-time) Super Bowl Champion 
Quarterback—Tom Brady.  
I sprang to my feet and roared along with everyone else in the stands.  
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I felt the concrete rumble beneath my feet from the combined noise of combusting 
fireworks, roaring crowds, and blaring music.  
 
The game began with a Colts Kickoff.  
Brady himself ran the ball for a 1-yard rush and touchdown on one of the first drives of 
the game. 
This Thursday night game was off to a wild start.  
 
The packed stadium was tangled up in the dramatic entertainment of it all—and I was 
right there with everyone. 
I had already forgotten about my momentary moral negotiations.  
Figure 2 : Gillette Stadium on October 3, 2018. Courtesy of Madisen 
Brown 
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This lapse in moral memory lasted all of fifteen minutes before a jarring helmet-to-helmet 
collision reminded me of the internal conflict that I fought with almost every day.  
I was able to enjoy half of the first quarter before I saw the painful play on the massive 
television screens that hung on opposite ends of the stadium.  
 
I could feel how my eyes widened at the sight of the crash and my ears rang painfully 
with the accompanying sound of two plastic helmets—the only line of defense for these 
men—cracking together.  
I winced aloud and reactively covered my mouth with my hands.  
I heard a collective *OoOoOo* from the bystanders in the colosseum.  
Everyone jumped to their feet in unison.  
I looked for a barrage of yellow flags on the field and waited for the referees to call a 
foul.  
The seconds kept passing by.  
No yellow flags.  
No referee signal.  
The replay zoomed in on the action as it flashed across the jumbotrons.  
The screen resolution and close-up of the action showed even more clearly what a 
disastrous play this was.  
I thought, “surely they’re going to call this”, and then send Patriots favorite wide 
receiver target Julian Edelman to the locker room for a concussion evaluation.  
 
Players from both teams started lining up again.  
Still no call.  
Still no flags.  
 
Call it. Come on.  
Show the replay one more time.  
Call them off field. 
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Nothing.  
 
My heart sank.  
I felt a pang of guilt rise in my stomach, as the morally intrusive questions about the 
ethics of my beloved sport barged through the mental wall I had built in attempts to lock 
them out—in hopes I could still enjoy this game.  
The questions felt like a plague, and brought with them familiar feelings of sadness, 
disconnect, and anger.  
 
Commissioner Roger Goodell has allegedly been working hard to “make the game safer 
for the players” (Laskis, 2015).  
If that was true, why wasn’t this play called?  
The replay showed it all.  
The fire that fueled my love for the game dimmed a little more.  
 
In the Commissioner’s defense—can a game like football ever really be safe for players?  
I’m not sure that’s even possible.  
I kept watching the game, enjoying crucial plays with slightly diminished amounts of 
enthusiasm.  
In the second quarter, it happened again.  
It looked like another concussive event. 
 
I couldn’t discern if I actually heard the *crack* of the helmets clanking together or if my 
imagination filled in the gap with the sound I’ve heard so many times before—an emotive 
noise I now associate with the game itself.  
I can hear it even when it isn’t there.  
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Have the media stories of tragic football player deaths and the subsequent confirmed 
cases of Chronic Traumatic Encephalopathy (CTE) in their brains not made it clear to 
NFL players and administration that damaging head and neck injuries frequently occur 
without total loss of consciousness? 
Again, no flags.  
Again, no call.  
I made a note to myself to investigate the literature and see what I could find about NFL 
training and protocols.  
 
During that game, Julian Edelman triumphantly returned from more than an entire 
season off—due to a knee injury and a consequential 4-game suspension from a violation 
of the NFL’s performance enhancing drug use policy.  
Sony Michel, a first-year draft from Georgia, had a breakout game of success.  
Rob Gronkowski made one of his signature miraculous plays—catching the football at 
ankle height and running for several yards.  
Josh Gordon, a late season addition to the Patriots team, made an amazing 34-yard 
catch for a touchdown.  
 
Most notably, Tom Brady joined a very small club of only 2 other quarterbacks who have 
completed 500 touchdowns in their career.  
On that same momentous touchdown play, he broke a record for the most targeted 
receivers ever in 500 touchdowns.  
Two record-breaking achievements on the same play.  
I guess that’s why they call him the G.O.A.T. (greatest of all time).  
 
I enjoyed this game— 
But my experience was different than I always imagined it would be.  
I didn’t think it would cost me so much emotionally and mentally.  
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I thought I would be able take in the spectacle without thinking about everything I was 
learning about traumatic brain injuries (TBI) and CTE.  
 
Reflecting after the game, I’m not sure why I thought it would be easy to do.  
I know too much.  
And now I can’t watch football without seeing the significance of the injuries for the 
future of players’ lives.  
 
I can’t help but feel my spine tighten when I hear the helmets crack.  
I can’t help but cringe when I see the same painful plays over and over again on the 
screens.  
 
The Packers were coming to Gillette to play the Patriots in about 4 weeks, and even 
though I loved my team, and I did enjoy being at the game for some of the time, I wasn’t 
in a rush to find a ticket anymore.  
I wasn’t sure I could stomach the vision of players I feel so strangely connected to 
sustaining injury after injury—jeopardizing their future sanity right in front of me.  
 
“Concussions are part of the profession, an occupational hazard.” 
–Elliot Pellman, MD rheumatologist, New York Jets team doctor and Chairman 
of the NFL’s MTBI committee, 1994 (quote from source: Laskis, 2015). 
 
Just over a decade after this quote from the director of the NFL’s mild TBI (mTBI) 
committee, I sat in the stands of Gillette stadium, wondering how the NFL administration 
can live with themselves after denying their own data confirming links between the game 
and long-term neurological injury. 
 
Then I paused.  
What about me?  
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How am I living with myself when I know the same facts and more, but I still willingly 
contribute my borrowed finances to the perpetuation of football and its mega-
entertainment industry?  
 
But— 
I love this game.  
I love the players. 
I love the teams.  
I love the role that loving this sport plays for my own identity.  
I struggle with this, knowing that if something about football doesn’t change 
dramatically, I will be forced to make difficult choices about how my love for the game is 
directly related to silent support of a hegemonic entity that negatively activates biopower 
and structural violence to manipulate its players and fans. 
(Brown, Fieldnotes, 2018) 
 
 
How Did I Get Here? 
I did not grow up in a home that celebrated professional sports, but my parents always 
encouraged my participation in athletics. I played soccer and volleyball and I ran track, 
and cross-country—I even tried out for cheerleading once. I like to snowboard, 
skateboard, and barrel race horses in county rodeos. I grew up riding ATVs and dirt bikes 
on muddy trails in pine-tree filled acres. I learned how to surf in my undergraduate years, 
and how to rock climb in my graduate years. Staying active has always been a part of my 
strategy for living a healthy lifestyle—but it also gives me a chance to be a part of team 
environments with cultural access to different social clubs and athletic groups. My 
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involvement and connections to these various micro-societies has played different roles 
in defining my identity.  
As a kid, my family would get together with friends to watch the nationally 
televised Super Bowl event but like most of the people I grew up with, it was mainly just 
an excuse to spend an American-made holiday sharing food, fun, and football. It was not 
until college that I gained an actual interest in football as a professional sport. I became 
close with a new group of friends who were heavily invested in NFL game nights and I 
passively learned a great deal about the sport just by spending time with them.  
I learned the rules, the teams, the players, the rivalries, and the politics. I did not 
even realize all the information I absorbed until one day—when I was at a brewery with 
my friends watching a game—I somehow had an ample amount of relevant contributions 
to the communal discussion. I became a die-hard Green Bay Packers fan—for no 
justifiable reason other than social associations. The warm welcome into NFL fandom 
from my friends made it feel as if the Packers had always been my team. Inclusion in the 
NFL social club made me feel a profound sense of belonging.  
Around the same time as my NFL inauguration, TBI and CTE were bubbling 
topics of discussion in mainstream media. TBI includes concussions and sometimes 
subconcussions, and CTE is a progressive neurodegenerative disease with recently 
identified pathology in the brain post mortem. I did not know much about either of those 
topics at the time, but because I was hungry to know more about football, the news 
stories naturally folded into my learning patterns.  
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The more I clicked on articles about TBI/CTE, the more frequently I saw media 
suggestions on my news apps as “related articles”. The technological algorithms built 
into media platforms like Facebook, Instagram, and Buzzfeed made my learning process 
feel less like an intentional investigation and more like an interesting exploration. 
Everyone was talking about CTE in terms of its social impacts—but understanding the 
disease on a biological level required familiarization with concussions/TBIs as well. It 
wasn’t long before I ran into a problem: as I learned more about TBI and CTE, I began to 
feel increasingly conflicted about the nature of the game itself, suspicious of the NFL’s 
management of head and neck injuries, and concerned for the futures of those who played 
the game.  
 
From Personal to Professional 
In the fall of 2017, my recreational interest in TBI/CTE evolved into my topic for 
graduate thesis research. I combined my interest in football and my fieldwork with 
military veterans at a Department of Veterans Affairs (VA) site in New England to design 
a topic for ethnographic comparison between these two American subcultures. When I 
started my research, I could not find any literature with in-depth comparisons between the 
American military and the NFL. The commonalities between these two groups seemed 
obvious to me: veterans and football players are America’s favorite warriors. The US 
celebrates military soldiers and veterans as national heroes, and NFL players as idolized 
athletes and social icons. Both subcultures are constructed around hyper-masculine ideals 
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like violence and aggression, suffer TBIs due to this nature, and are ultimately at risk for 
developing CTE.  
Mediatization of TBI/CTE, and the daily experiences of those suffering persistent 
symptom presentation, also impact the lifeworlds of family members who become 
caretakers for veterans and players. In my investigations, I found very little literature 
focusing on the experiences of caretakers. For this reason, I decided to reserve a chapter 
for their narratives about experiences of TBI/CTE.  
 
Violent Encounters—An Overview of the Upcoming Content 
The topics I address in the chapters of this thesis answer significant anthropological 
questions about the impacts of 21st century media on associated American culture and 
subcultures. My research question asks:  
“What are the TBI/CTE-related lived experiences of NFL players, military 
veterans, and their caretakers, and what are their intersections with mediatization 
and socio-medical legitimation?  
 
The purpose of this research is to understand: (1) the dis/similarities of NFL and the 
military veterans as culturally celebrated American subcultures; (2) the TBI/CTE 
experiences of NFL players, military veterans, and caretakers, and; (3) how all three 
populations experience and intersect with mediatization and legitimation of TBI/ CTE in 
America. The following content examines these three purposes, and I unpack my 
arguments in each chapter by including fieldwork data from veterans in the New England 
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area, formal and informal interviews with former NFL players and caretakers, analyzing 
data from mainstream media, and reviewing scientific literature.  
 The overarching argument I make in this thesis is that the role of mediatization in 
socio-medical legitimation of TBI/CTE in the lives of NFL players, US military veterans, 
and caretakers has transformed over time. NFL players and veterans have been popular 
media topics since the late 20th century—starting in the 1970s during the end of the 
Vietnam war, which coincided with the rise of the NFL as a giant in the television 
entertainment industry. Veterans and NFL players are culturally celebrated groups for 
dis/similar reasons and it is because of their social popularity that stories concerning both 
are the favorite fodder of many media platforms.  
The discovery of definitive CTE pathology and its developmental connections to 
repeated head/neck injuries promptly followed the turn of the 21st century and identified 
NFL Players and veterans as high-risk. These medical connections to socially popular 
American subcultures further fueled media coverage of both populaces as well as 
TBI/CTE. This media coverage impacted a third population of caretakers, who used the 
information to better understand the suffering of their loved ones, and invent/implement 
ways to manage their loved ones’ symptoms and diagnosis. 
 I argue that while mediatization is a vehicle for hegemonic narratives, which 
helped socio-medically legitimate TBI/CTE, it has transformed into a tool that NFL 
players, military veterans, and caretakers are intentionally using to learn, and inform 
others, about TBI/CTE by exercising it as a platform to connect with those who may 
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share similar experiences. See Figure 3 below for a graph and timeline representation of 
my overarching thesis arguments. 
 
 
 
This is chapter one. In chapter two, titled “Background”, I explain some 
contextual information that will help familiarize the reader with both US military veteran 
and NFL player populations, explain the basic anatomical pathology of TBI and CTE, 
and give important descriptions of the anthropological theories that I saw in the data and 
reference throughout the thesis. In chapter three, titled “Methods”, I explain the 
methodological approaches I used for data collection and analysis—like modified 
grounded theory, phenomenology, and in/formal interviews. 
Chapters four, five, and six incorporate the experiences of NFL players, military 
veterans, and caretakers—with each chapter focusing on a single subculture. Chapter four 
Figure 3 :Graph representation of the relationship between mediatization and identified 
subcultures (Brown, 2019) 
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is about NFL players—in it I discuss how mediatization, biopower, biopolitics, 
hegemony, social capital, and structural violence play roles in the culture, and function to 
legitimize TBI/CTE. Chapter five is about military veterans—in it I discuss many of the 
same anthropological theories as chapter four and how they serve the dis/similar roles 
and functions in military culture. Chapter six explores the narratives of caretakers 
navigating their own experiences with having to take care of a loved one with TBI/CTE 
(as well as their loved one’s diagnosis), their role in the health-seeking journey, and their 
influence on the phenomenological mediatization and socio-medical legitimation process. 
Chapter seven is the conclusion of the thesis and will include topics for further research 
based on my research observations, provide a 2019 TBI/CTE update, and explore 
questions that remain for this biocultural phenomenon.  
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CHAPTER TWO: BACKGROUND 
UNDERSTANDING TRAUMATIC BRAIN INJURY AND CHRONIC TRAUMATIC 
ENCEPHALOPATHY 
 
 
 
 
“The brain is like the ocean—strange, beautiful, and mysterious.  
We know nothing of it.”  
–Ivan Niseteo 
  
Figure 4 :Image from (Libertore, 2017) 
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Introducing NFL Players, Veterans, TBI, and CTE 
NFL Players 
Though there have been numerous studies in the recent decade concerning connection 
between head injuries and football, two are particularly noteworthy. The first one is a 
study of TBI symptomology in living players, and the second is a study of CTE 
pathology in deceased players. A Scientific American report summarizing research 
presented at the 2016 American Academy of Neurology 68th Annual Meeting detailed a 
study that revealed 43% of living former NFL players showed signs of TBI. This rate is 
three times higher than what is reported in the general population. The study included 40 
players who reported: an average of 8.1 concussions, 7 NFL seasons, 36 years old, and 5 
years into NFL retirement (Conidi, 2016; McGurty, 2016). Another report from Ann 
McKee, MD and her team at the Boston University CTE Research Center revealed CTE 
in 110 of 111 (99%) deceased NFL players who (themselves or their families) donated 
their brains to the program (Mez et al, 2017). These studies provide evidence that NFL 
players are at a higher risk for experiencing TBI and developing CTE.  
 
US Military Veterans   
Military service members become veterans at the end of their term of service or upon 
retirement. The participants I recruited for this research are veterans from a research 
study on mTBI at a VA site in New England. Though the seven soldiers I interviewed for 
my research were veterans, they all were active duty during the 2001-present era of the 
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Iraq and Afghanistan wars—the period in which the next two sources calculated their 
statistics.  
These two notable reports give numbers in terms of the overall military 
population. The U.S. Department of Defense estimates that 383,947 service members 
have experienced a documented TBI in training or combat (DoD Worldwide Numbers for 
TBI, 2018). The word ‘documented’ is important because of the likelihood that the DoD 
under-estimates the number of military-related TBI due to reasons that I will cover in 
upcoming portions of this thesis. A National Geographic article about combat TBI (2015) 
estimated that the prevalence of military-sustained TBI ranges from 15.2% to 22.8%.  
Recognizing that both soldiers and professional football players are at higher risk 
for repetitive TBI and therefore developing CTE, the NFL and US Army agreed to 
partner in current and future research (Peskind et.al, 2013). This decision helped advance 
TBI/CTE research by providing generous funding and introducing an innovative study 
design—shortening the expected timeline for implementing prevention techniques and 
successful rehabilitation. 
 
TBI and CTE 
Due to the violent nature of their professions, U.S. military service members and 
professional football players are at high risk for sustaining damage to their head and neck 
that are medically categorized as TBI. Medical advancements in neurological research at 
the turn of the 21st century discovered a clear connection between sustaining repetitive 
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head and neck injuries and intracranial development of CTE. CTE is a neurodegenerative 
disease found in the brain tissue of individuals who have sustained multiple TBIs.  
From here forward, I will often use “TBI/CTE” to avoid repeatedly using “TBI 
and CTE”. It is important to remember that these are not the same disease—TBI is an 
injury with observable clinical signs and established diagnostic criteria that can be 
applied in the living, and CTE is a neurological disease that, to date, can only reliably be 
diagnosed post-mortem. TBI does not necessarily lead to CTE, and CTE does not 
necessarily stem from TBI. However, common linkages are repeated injuries or jolts to 
the head and/or neck.  
Repetitive TBIs can lead to the development of CTE, and post-TBI symptoms may be 
similar to the signs and symptoms observed in individuals who are ultimately diagnosed 
with CTE.  Please refer to the official definitions of TBI and CTE listed in Figure 5.   
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A Profile: TBI 
From a non-clinical perspective, a TBI may seem like a straight-forward term. At first 
sight, the name seems self-explanatory: traumatic brain injury—an injury to the brain 
that is traumatic. This basic understanding is enough for social (non-clinical) settings. 
However, in a medical setting, this oversimplification is not nearly dimensional enough 
to encompass the heterogeneity of TBI. This type of injury has layered and diverse 
Figure 5 :TBI Definition (VA/DoD Clinical Practice Guideline, 2016) & CTE definition (BU CTE 
Center for Research, 2019) 
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meanings in clinical environments. I must first explain the science of TBI in greater depth 
before I can analyze its impacts on NFL players, veterans, and caretakers.  
The commonly used definition for TBI is “damage to the brain’s structure and 
function caused by an acute external force” (Peskind et al. 2013).  Moving forward with 
this condensed definition, it is much easier to understand the myriad reasons why an 
injury may or may not be clinically classified as a TBI. In medical practice, implementing 
diagnostic criteria that clinicians have agreed upon is of paramount importance. It is 
difficult to accurately diagnose and account for incidence without definitive categories 
that distinguish between health conditions that may have similar symptom 
manifestations. This is one reason TBI is presumably underdiagnosed. Other reasons for 
missed diagnoses include service members not wanting to report symptoms (e.g. fear of 
letting their unit down; too busy in combat to step away; concerns about being perceived 
by others as weak), commanders not reporting it (too much paperwork), or individuals 
not recognizing they had symptoms consistent with a TBI (Brown, Fieldnotes for Masters 
Research, 2018). TBI is typically classified as: mild, moderate, and severe—figure 6 
shows symptoms commonly associated with each.  
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Figure 7 represents a list of symptom indicators for mild, moderate, and severe 
TBI from the American Academy of Neurology and the National Institute for 
Neurological Disorders and Stroke (Peskind et. al 2013). The immense variability of 
symptoms further complicates accurate identification, categorization, reporting, and 
understanding. There is a broad range of TBI-related symptoms including, irritability, 
difficulty concentrating, and poor sleep. Compounding the inherent complexity of TBI is 
that these symptoms are not unique to this diagnosis. They are common to a variety of 
other health conditions, such as posttraumatic stress disorder (PTSD) and depression, 
which also frequently appear in military populations.  
Figure 6 :Mild, Moderate, and Severe TBI Symptoms (Peskind et al, 2013) 
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The Veterans Health Initiative summarized the nature of TBI as follows: “TBI 
produces a complex constellation of medical consequences including physical, emotional, 
behavioral and cognitive deficits. The impact is heterogeneous given the varied types of 
injury (closed, penetrating, blast), severity, comorbid conditions, and premorbid 
characteristics.” (US Department of Veteran Affairs, 2010). 
Of the 383,947 service members who have been diagnosed, moderate (9.7%) and 
severe (1.1%) TBI comprise the smallest percentages of the three groups and mild 
(82.3%) TBI comprises the largest percentage (DoD Worldwide Numbers for TBI, 2018). 
The remaining 7% belongs to either “penetrating” or “not classifiable” categories. 
Diagnosis of TBI (all 3 categories of severity) can be determined from a combination of 
clinical signs (i.e. loss of consciousness, alteration of consciousness, posttraumatic 
amnesia) and sometimes imaging. Refer to Figure 7 from the VA/DoD Clinical Practice 
Guideline for the Management of Concussion-Mild Traumatic Brain Injury (2016) for 
Figure 7 :VA/ DoD Clinical Practice Guidelines for Concussion-Mild Traumatic Brain Injury (2016) 
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mild, moderate, and severe TBI classification criteria. For the purposes of this thesis I 
focus primarily on Mild TBI.  
 
Mild TBI (mTBI)  
Mild TBI (mTBI) is the most heterogeneous category of TBI (Fadaak, 2014). The 
classification itself is almost deceptive—research reveals that mTBI can result in a wide 
range of symptoms that can be fleeting or persistent (Brainline, 2018; National Geographic, 
2015). For mTBI, it is unlikely that there will be structural abnormalities detected with 
imaging (VA/DoD Clinical Practice Guideline for the Management of Concussion-Mild 
Traumatic Brain Injury, 2016). mTBI is a silent but dangerous category because its clinical 
signs—which include loss of consciousness, alteration of consciousness, or posttraumatic 
amnesia—often resolve within hours or days. The invisibility of ‘mild’ impacts on the 
brain can create difficulty confidently determining a diagnosis, especially if the clinical 
signs are brief and undocumented/ unreported. Symptom brevity can also make mTBI the 
most complicated of the three categories (Cifu et al. 2016; Brainline, 2011; Peskind et al, 
2013).  
  
Concussions and mTBI—What is the difference? 
It is important to note that ‘concussion’ and ‘mTBI’ are different names referring to the 
same type of injury—therefore, the terms are interchangeable. A mTBI event is the 
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physical movement of the brain hitting the inside the skull due to outside forces (see 
Figure 8). This may cause brief neuronal harm and in some cases, catalyze irregular 
cellular processes in the brain (CTE Conference, Stern, 2017 and 2018).   
Further complicating mTBI is the distinction between concussions and ‘mild head 
impact’ injuries. While mild head injuries may qualify as mTBI events, they are not one 
and the same. Most mild head injuries fall in the category of “subconcussion”—mild 
impacts which do not cross the threshold of clinically significant presentation (Concussion 
Legacy Foundation, 2019). A subconcussion is an impact that has no immediate medical 
signs observed by the individual or others. These injuries are below the threshold of 
clinical indicators of a concussion—but like mTBI, they are also potentially damaging 
the brain's internal structures. Dr. Ann McKee and her team at the VA-BU-CLF Brain 
Bank published post-mortem clinical findings that connect repeated mild head injuries, or 
subconcussions, to a variety of long-term consequences including development of CTE 
(McKee et al 2016).   
Figure 8 : Concussion Mechanics (Huch, 2016) 
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Examples of activities that commonly cause subconcussions in NFL players are: 
tackles, blocks, dives, falls, flips, tumbles, and general forced contact during practices 
and games. Common military training exercises can also cause subconcussions, which 
can occur stateside or while deployed to combat. Some examples are: basic training 
exercises, firing heavy weapons, blast exposure, vehicular injuries, and helicopter and 
fast boat rides. Both sets of examples exhibit the very nature of contracted military 
service and NFL participation. In part, these activities contribute to the structural 
vulnerability of these two populations to sustaining injury that can lead to long-term 
cognitive impairment and/or death.  
MTBI can be acquired through different injury mechanisms, including blast. 
Though explosions can happen in civilian territory (e.g., 9/11 World Trade Center 
bombings, Boston marathon bombing), this type of injury primarily affects those in 
military service or in combat zones. Blast TBI is a growing interest among researchers 
who are trying to understand the anatomical and energy mechanisms associated with TBI. 
Due to military innovations such as plated vehicles and protective body armor, soldiers 
survive combat blast exposures that would have previously been fatal. Even if soldiers 
are not close enough to a blast to be penetrated by shrapnel or knocked off their feet, the 
wave and pressure of the energy released can still have long-term neurological impacts. 
Decreased mortality rates translate to a greater number of soldiers suffering the 
neurological ramifications of surviving blast TBI. Greater numbers for survival and 
symptom suffering create a need for increased research for TBI (CDC, 1999; Report to 
Congress, 2007).  
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The Invisibility Paradox 
Numerous books and articles categorize mTBI as the “invisible wound” or “signature 
injury” harming our nation's athletes and warriors (Wool, 2011; McKee and Robinson, 2013; 
New York Times, 2008). This categorization is woefully accurate. It is not unusual for 
neuroimaging to appear completely normal, even throughout an individual's lifetime. 
With normal imaging, an absence of visible injury to the head, and symptoms that could 
also indicate several other etiologies, mTBI diagnosis enters a sort of grey zone. The 
assimilation of self-reported events and, if available, corroboration from witnesses or a 
medical chart, is left to the interpretation of the clinician or reporting personnel. The 
danger of this grey zone culminates from a history of likely underreporting incidence of 
mTBIs from the DoD, VA, and the NFL. In the 1990s, the NFL underreported 
concussions by at least 10 percent (PBS, Frontline, 2013). More recently, VA researchers 
estimated that the VA-related clinical “miss” rate for TBI diagnosis was 21.3% (Pogoda et 
al, 2014).  
Another reason that military mTBIs may be underreported is because they are not 
initially reported from a soldier to a superior or clinician. In combat theatre, military 
training, along with instinct for self-preservation, in a fast-paced and dangerous 
environment can take precedence over seeking care for experiencing ‘milder’ injuries like 
head impacts. By the time a combat mission concludes—which could be seconds, 
minutes, hours, or days—the symptoms from a head injury may have waned, resolved on 
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their own, or been forgotten. Or, a soldier may choose not to report these ‘smaller’ 
injuries. From my own observations with Post-9/11 Veterans who participate in an 
longitudinal mTBI study, I commonly hear people respond to the follow-up question, 
“did you seek medical care after your head or neck injury?” with sentiments that echo “it 
wasn’t that bad”, “members of my team were hurt way worse”, “I wasn’t going to see the 
doctor about a headache”  or, “you don’t stop cause you got your bell rung, you just 
keep doing your job”. 
A Profile: CTE 
A Brief History  
Recent Investigations have linked a history of repetitive head impacts to neurological 
development of CTE (McKee et al, 2016). Please see Figure 6 for the full definition of 
CTE. Below is the truncated definition:  
“CTE is a progressive neurodegenerative disease of the brain found in veterans 
and athletes with a history of repetitive brain trauma, including asymptomatic 
subconcussive hits to the head” (Boston University CTE Center for Research, 2019).  
 
This disease is currently a social and medical focus among researchers and the general 
community. I use the term “socio-medical” to refer to the intersection between social and 
medical thought and activity.  
CTE is not a new disease theory—it dates to the 1920s when Harrison Martland 
described its markers in “punch-drunk” boxers (Harrison, 2014). Nigerian-American 
pathologist Dr. Bennet Omalu documented his identification of CTE in 2002, in the brain 
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of a popular NFL hero—Mike Webster. He published his findings in the Journal of 
Neurosurgery in 2005 (Omalu et al, 2005). By 2015, Dr. McKee and her team corroborated 
this pathological discovery, formally defined the disease pathology, and solidified a 
formative category next to established diseases like Alzheimer's Disease/Dementia and 
Amyotrophic Lateral Sclerosis (McKee et al, 2015). 
CTE garnered socio-medical notoriety shortly following its identification in the 
early 2000s. This was around the same time that Congress authorized an increase in VA 
and DoD research funding for TBI. What began as a nexus of conversation surrounding 
TBI/concussions as a public health imperative, soon progressed to a larger discussion 
about the need for social and scientific understanding of an even more destructive long-
term outcome—CTE. Indicators commonly occur in ages as early as the 30’s and 40’s, 
and can resemble dementia-like behaviors. 
Figure 9 : Shared TBI/ CTE Symptomology (Brown, 2019) 
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Like TBI, the symptoms of CTE are diverse and can appear in any combination—
see Figure 11 for a non-comprehensive list of shared symptomologies between TBI/CTE. 
Indicators of the disease include but are not limited to: memory loss, depression, 
significant changes in mood and behavior, cognitive impairment, suicidal ideation, motor 
impairment, and dementia. Socially, it is often members of the family that report noticing 
major changes in the personality and behavior of a veteran or NFL player. Therefore, the 
onset of CTE symptoms creates a third population of people impacted by CTE—
caretakers.  
For most of NFL history in the 20th century, there was no definitive connection 
between head injuries and long-term outcomes like the ones now associated with CTE. In 
retrospect, military members complained of these symptoms over a century ago, and 
several football players have complained of these symptoms for years after retirement. 
Now that the medical field has established clear biological evidence for CTE, and the 
media has reported extensively on this, many more NFL players and veterans are coming 
forward and getting involved in research to find answers to why they are struggling and 
what options they have for recovery. In the later chapters of this thesis, I will explain the 
ways the media, all three populations (veterans, NFL players, caretakers), and clinical 
research functions to socio-medically legitimize TBI/CTE.  
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Categorization of CTE: Diagnosis After Death and 
“Diagnosis” During Life 
Trained researchers can only definitively diagnose CTE 
by neuropathological examination of brain tissue, which 
requires post-mortem evaluation. Based on pathology 
indicators during biological analysis, the severity of CTE 
disease is categorized as stage one, two, three, or four. 
Stage one is the least severe, and stage four is the most 
severe (McKee et al, 2013). Figure 10 shows examples of 
the four stages of CTE in brain tissue samples using a 
staining method that reveals tau proteins by coloring 
them dark brown and illuminating a constellation of 
interconnected blockage and decay. The brownish color 
in the samples is tau proteins in brain tissue which are a 
pathological marker for degenerative neurological 
diseases like CTE and Dementia. 
Currently, there is no clinical examination to 
determine CTE in living people. Clinicians have divided cases of living people with 
potential CTE diagnoses into 3 categories—unlikely, possible and probable (CTE 
Conference, Budson, 2018): 
• ‘Unlikely’ means that the patient is unlikely to be suffering from CTE, but it is 
currently impossible to know until post-mortem analysis.  
Figure 10 :  Stages of CTE in Brain 
Tissue Samples (McKee et al, 2015) 
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• ‘Possible’ is a tentative CTE diagnosis that is as uncertain for the clinician as it is 
for the patient and caretaker. If no other diseases or illnesses fit the patient’s 
symptoms as well as or better than CTE, then this label may be the most 
practical.  
• ‘Probable’ refers to cases where the patient is very likely suffering from CTE 
based on factors such as age, symptom presentation, and life history.  
 
Main Anthropological Themes  
I found several main social and anthropological themes in my research that I will 
reference throughout the thesis. This section explains each anthropological and social 
theory, includes the sources from whom I gathered the information, and may be used as a 
reference point throughout the thesis.  
 My thesis is situated within two broad social concepts: violence as a symptom of 
culture, and a timeline of evolving uses for media and therefore roles of mediatization. 
Anthropologist Margaret Lock, in her 1993 article about bodily practice, highlights a 
modern reality that examines violence as a symptom of larger cultural appetites for 
aggression (Lock, 1993). Lock unpacks the concept that greater social structures underlie 
aggression as a cultural symptom, and how they negotiate between what forms are 
acceptable and which are not. The US is a country with a long history of celebrated 
military prowess, and successful hyper-aggressive mediatized films and videogames. 
These combined historical features and contemporary attitudes toward violence 
normalize its existence in entertainment and therefore as part of daily life.  
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Hegemony, Social Capital, and Symbolic Capital 
In my thesis, I explore how hegemonic institutional structures like the military and NFL 
are imbued with power from celebrated American cultural ideals. Antonio Gramsci is 
credited for contributing to the Marxist theory of “hegemony” in the early 20th century. 
Hegemony is the concept that cultural products—like symbols, beliefs, styles, or 
cognitive schema—of different groups/classes/institutions are influenced by and have 
influence on broader culture by both borrowing from and contributing to the normative 
beliefs and opinions of mainstream society (Csordas, 1988; Bates, 1975). Gramsci noted 
that man is ruled by ideas as much as he is by instructed by force—both concepts imply 
different forms of power structures in society. In simple terms, hegemony is the social 
beliefs/ideas/practices that a culture deems ‘normal’, which originally stemmed from a 
single group or combination of groups. This explanation displays how hegemony is 
embedded within the power structures of a culture which often work to establish 
culturally accepted ideals and beliefs.  
Gramsci’s explanation of hegemonic theory and power structures leads to 
sociologist Pierre Bourdieu’s theory of “social capital” (Bourdieu 1980;1985; Portes, 1998). 
In the early 1980s Bourdieu described social capital as an amalgamation of definitive or 
possible resources connected through personal networks with related institutions. Social 
capital, therefore, is oriented around connections/relationships between 
people/institutions, and the resources they provide for one another. According to 
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Bourdieu, social capital can be deconstructed into two parts: it is both the social access to 
the relationships and benefits and the quality of the benefits provided by the relationship. 
Social capital is reliant on relationships to others, and it is the “other” who lends the 
power to the entity on the opposite end of the relationship. Therefore, hegemonic power 
is both derived from, and perpetuated through, associations between powerful cultural 
institutions and/or people and the social capital between that levitates between them.  
Bourdieu also spoke about “symbolic capital” (Bourdieu and Nice, 1980). Symbolic 
capital is different from social capital in that it does not depend on associations. This 
form exists in a space that is theoretically ascribed and invisibly enacted. It is separate 
from social capital in that the person who has symbolic capital can lend it to other 
entities. Symbolic capital is political and economic and functions as a social credit that, 
under certain conditions, yields economic gain. It is synonymous with “prestige” or 
“authority” (1980: 262).  
The networks between social and symbolic capital are closely related, and can 
exist in the same cultural space. Symbolic capital means that a football player, who has 
social capital because of his connection to the NFL, can lend legitimacy to 
products/people that he encounters. The most common example of this capitalistic 
attribute is sponsorship deals, such as: Patriots tight end Rob Gronkowski’s Tide Pod 
contract, or former San Francisco 49ers quarterback Colin Kaepernick’s contract with 
Nike. Unfortunately for most NFL players, their social capital expires shortly after they 
retire from the NFL—except for the few whose names remain famed, like Brett Favre, 
who maintain symbolic and social capital even after retirement. This is unlike the social 
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and symbolic capital of military veterans who experience gratitude, honor, and respect for 
the duration of their lives because of their heroic service. For veterans, symbolic capital 
often yields itself in social returns like strangers who say, “thank you for your service”, 
or social capital that earns them a free meal when they dine at a restaurant in uniform.  
 
Biopower and Biopolitics 
I argue in my thesis that the military and NFL leverage their institutional hegemonic 
influence and use biopower to make biopolitical decisions about physical bodies, which 
will impact the future of players, veterans, and their caretakers. Michael Foucault (1976) 
explains power as structures and networks that interact with relationships between 
individuals, institutions, groups, and assemblages. Power intertwines with the physical 
body, economics, politics, and society to create biopolitics.  
Hegemonic ideals are examples of power from entities within a culture. Foucault 
describes biopower as a form of structural power over physical bodies that lends to his 
famous “make live and let die” concept (Taylor, 2011). This is the concept that certain 
groups/individuals/institutions have the power to make choices (implement laws, rules, or 
regulations) that can foster or diminish wellness and life in communities with less power. 
This concept exposes power dynamics between those who make decisions about the 
physical health of those who are impacted by those decisions. In this thesis, I explore 
dynamics of biopower between the NFL over its players, and the military over its 
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soldiers. Both hegemonic institutions make decisions about the bodies of players and 
veterans who sign contracts.  
Anthropologist Mariella Pandolfi stated that “Power has become biopolitics” in 
her article about governance and the humanitarian apparatus (Pandolfi, 2003). In her own 
work, she was referring to the power foreign aid entities have over deciding, in a time of 
crisis, who received care to survive and who did not. For my own work, “biopolitics” 
refers to the control that the military and the NFL have over the bodies of human beings 
in environments that they create as formalized institutions. Foucault (1976: 245) states 
that biopolitics involves “control over relations between the human race, or human 
beings insofar as they are a species, insofar as they are living beings, and their 
environment, the milieu in which they live”. The decisions that the NFL and military 
make about the bodies of players and veterans have ramifications beyond their terms of 
contract and beyond the environments where those decision are made.   
Anthropologist Raad Tarek Fadaak, in his Master’s thesis “Of the Currently 
Forming: An Anthropology of Traumatic Brain Injury” (2013), studied TBI as a matter of 
political and public debate due to both its high epidemiological prevalence in the military 
and civilian populations, as well as amidst a timeline of understandings about the head, 
brain, and related injuries that have changed fundamentally over the last few decades. I 
use the same framework of periodization in conjunction with the theory of evolving 
mediatization to understand how both TBI/CTE have been socially and medically 
legitimated for NFL players and US military veterans.  
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Agency 
I argue that the agency of veterans and NFL players was constricted due to social 
determinants and structural vulnerability which caused them to make decisions to play 
football or enlist in the military. “Agency” is akin to human action or behavior, and is a 
basic theory of social and anthropological thought (Sewell, 1992). Bourdieu’s theory of 
Habitus (Swartz, 2002) defines human behavior as habitual and repetitive, while other 
theorists like Emirbayer and Mische (1998) argue that human agency is more purposive 
and individually decisive and cannot be reduced to mechanical thought and behavior. 
Agency is expressed both through daily personal habits—such as brushing one’s teeth 
each morning or answering a superior officer with “sir yes sir”—and the ability to decide 
between choices—like whether to wear a blue or red shirt to work that day, or let a child 
play football despite the known possibility for neurological injury. Human “actors” or 
“agents” work within larger cultural, social, institutional, or political structures. 
Preexisting structures can constrain or enable individual agency. I argue that social 
determinants, like race, gender, and socioeconomic status, cause individuals to be 
vulnerable to other forms of structural violence like poverty, poor education, and racism.  
Anthropologist Paul Farmer (2001) explains the concept of structural violence as 
“the natural expression of a political and economic order”. This kind of violence is 
systematic and indirectly exerted by entire societies—therefore, structural violence is 
often hegemonically imposed. Examples of structural violence include social inequalities 
like racism, ageism, or unbalanced gender dynamics. According to Farmer, the study of 
structural violence lends to understanding the social machinery of oppression.  
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Structural violence shares a lot of interplay with biopower and biopolitics in 
capitalistic societies with deeply embedded power structures governed/animated by 
hegemonic institutions. The media and fieldwork data that I analyze exposes a backdrop 
of hegemonic expressions of social inequality in American culture that results in reduced 
agency because of a lack access to options for upward mobility due to structural violence. 
I unpack how social determinants have caused individuals to be victims of cultural 
violence (social + structural) and use their agency to choose from marginalized options 
for upward mobility in a capitalistic society.  
 
Mediatization  
Hepp, Hjarvard, and Lundby (2015) define “mediatization” as, “an important concept and 
theoretical framework for considering the interplay between media, culture, and society”. 
This interplay comes in the forms of communication like news articles, social media, 
smartphones, internet, television, and apps. They argue that mediatization-centered 
research values and engages with complex and meaningful relationships between media 
as a form of communication and changes in culture and society through time. Inge 
Marszolek and Yvonne Robel (2016) argue that media is a significant form of 
communication and should be incorporated into broader concepts of social history.  
In Knut Lundby’s book, “the Mediatization of Communication” (2014), he asserts 
that the theory of mediatization is an attempt to understand the roles that media play as a 
means of communication in ever-transforming western cultures. The theory can be 
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applied to cultures that are what Lundby calls “media-saturated”. He says that 
mediatization itself is a “matter of communication—how communication patterns are 
transformed due to new communication tools and technologies, or in short: the media.” 
(2014: 3).  
The theory of mediatization functions inside a more foundational theory of 
periodization, in which styles of communication evolve through the normalized use of 
technology that can deliver media. Mediatization works in a feedback loop of social 
information both coming from the public and going out to the public. It evolves before 
and with public thought. It evolves before the public in ways like the internet, which 
catalyzed 21st century technology like the iPhone—giving every individual constant 
access to information of any kind, at any time, from anywhere. This access also lends to 
greater individual agency when, theoretically, everyone has access to the same 
information. It evolves with the public in ways like using algorithms based on tabulated 
marks such as ‘clicks’ and ‘likes’ to personalize feeds or create targeted marketing 
strategies.  
Media is created and consumed in unique ways that both borrow from and 
contribute to culture—once again expressing a social feedback loop. Mediatization of 
NFL players and veterans as American symbols, and TBI/CTE as related ailments 
because they endanger both populations, is an example of how media is a tool to 
communicate with the broader public by reporting information that contemporary 
American society wants to consume, and at the same time, can function as a tool for 
either population to leverage their symbolic capital and produce consumable content. 
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Social and Medical (socio-medical) Legitimacy 
Prior to mediatization, the symptoms that plagued players, veterans, and their caretakers, 
were in what anthropologist Joanna Kempner calls a “legitimacy deficit” (Kempner, 
2014). Legitimacy deficit refers to the lack of attention that bodily suffering receives in 
biomedical environments. Legitimation of suffering is a process. Kempner’s ethnography 
on the social contexts surrounding migraine headaches exemplifies this process by 
unpacking why some types of suffering take so long to legitimate, what cultural factors 
play a role, and what authoritative legitimation does for those who suffer.  
In western culture, biomedicine arbitrates what types of suffering are significant 
and what types are not. Biomedicine identifies, names, and categorizes suffering into 
diseases and illnesses in a sort of ‘branding’ process. Clinical branding of a disease 
creates a place of belonging in broader culture. Belonging ushers in widespread 
acceptance, and therefore, social legitimation. Disease categories reflect social stages in 
history as much as they reflect biological aptitude and understanding. For TBI/CTE, 
mediatization played a large role in creating public awareness, disseminating information, 
and generating research interest and therefore funding. Informing the public ushered in 
acceptance—social legitimation—for players and veterans who suffered from TBI/CTE 
symptoms that are now recognizable to the public, and to caretakers, due to widespread 
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mediatization. The influx of public and scientific interest, funding, and research led to 
rapid identification, corroboration, and medically authorized legitimation.  
 
Health Seeking and Sick Role  
Mediatization helped communicate the struggles and tragic deaths of players and veterans 
suffering with TBI/CTE symptoms to larger culture. By doing so, it played a part in 
socio-medially legitimating the “sick role”. The sick role is a socially constructed role 
that people gain access to if society accepts their illness as legitimate (Parson, 1975). 
Anthropologist Cameron Hay expanded on this concept of sick role by drawing attention 
to ‘sensations ‘as bodily implications that we are well, or, that we are sick. He wrote that 
“Experiences of suffering demand explanation” (2008). One who is sick acts out the role 
as a patient in need of care, treatment, and attention—which catalyzes a health-seeking 
process. The health-seeking process is a social admission of an undesirable state and 
therefore requires that steps be taken to manage or heal the sickness. Socio-medical 
legitimation of the TBI/CTE sick role grants veterans and NFL players access to their 
health seeking processes without fear of perceiving themselves as weak or un-masculine.  
 
Conclusion 
US military veterans and NFL players are disproportionately impacted by TBI/CTE, and 
consequently, these conditions secondarily impact their caretakers. TBI/CTE events 
contribute to shared symptom presentation and uncertainty about their diagnosis. There 
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are a multitude of underlying biological, institutional, political, and social frameworks 
that contribute to the mediatization and legitimation of TBI/CTE. The following chapters 
examine these cultural elements by including fieldwork data from veterans in the New 
England area, informal interviews with former NFL players and caretakers, analyzing 
data from mainstream media, and reviewing scientific literature. I unpack my arguments 
by identifying power dynamics within the NFL, US military, and through caretakers, 
displaying personal narratives, and explaining how each population intersects with the 
evolving role of mediatization in the socio-medical legitimation of TBI/CTE.  
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CHAPTER THREE: METHODS 
 
 
THE PLAYBOOK FOR CONDUCTING CROSS-CULTURAL 
ETHNOGRAPHIC RESEARCH 
 
 
 
“Not everything that is important is measurable, 
and not everything that is measurable is important.” 
-Albert Einstein & Eliot Eisner 
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Anthropology inspires me as a social scientist because it has no systematically imposed 
boundaries, unlike some of the other traditionalized disciplines which do—such as 
bioscientific research, economics, or politics. Aside from the general guidelines of human 
ethics, Anthropology has few parameters for discussion and discovery. It is with this 
limitless framework that I found myself bound at a curious juncture between two 
ailments: TBI and CTE, and three populations: NFL players, US military veterans, and 
caretakers.  
My interest in these intersecting subjects led me to apply for the M.S. program in 
Medical Anthropology and Cross-Cultural Practice (MACCP) at Boston University 
School of Medicine (BUSM). Following acceptance to BUSM, I identified an internship 
opportunity that aligned with my research interests. After some exploration and 
discussion, I decided to pursue an internship at a Department of Veteran Affairs (VA) site 
in New England. From within that VA site, I followed a connection to a research center 
located on their campus. I identified a center that was working on a study about the long-
term effects of combat exposure—especially mild Traumatic Brain Injury (mTBI)—
among military service members and veterans who served in support of Operation 
Enduring Freedom/Operation Iraqi Freedom/Operation New Dawn (OEF/OIF/OND), and 
follow-along conflicts. This internship/ partnership lasted for a year-and a-half of my 
two-year program. The VA/DoD jointly funded the longitudinal study on the effects of 
combat exposure and mTBI. It was from this collaborative graduate internship platform 
that I integrated my fieldwork with veterans from the longitudinal mTBI study, and my 
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fieldwork from informal interviews with former NFL players and their caretakers, with 
my data collection and analysis of related literature and media sources.  
 
From the Beginning 
Discovering Boston University School of Medicine (BUSM)  
I was eager to convert what had been an extracurricular hobby into a topic for graduate 
level research study. I decided to apply for graduate school and began the search for 
suitable Medical Anthropology programs. BUSM was the ideal university for several 
reasons. Firstly, it is home to the CTE Center for Research. Secondarily, it is the 
university where Dr. Ann McKee, a leader in the field of CTE research, is a professor and 
researcher.  Thirdly, BUSM offers a Master’s of Science (within their graduate medical 
school division) for Medical Anthropology as opposed to a Master’s of Arts degree.  
 I entered the BUSM program with a desire to study head injury in NFL players. 
My love for the sport is rooted in good memories from my undergraduate years and a lust 
for the energy that surrounds football season. The ongoing 21st century media frenzy that 
casts a spotlight on the NFL’s poor management of medical information concerning 
concussive head injuries is what kindled my desire to learn more about the experiences of 
the players.  
When I first started looking for answers to my questions, it felt as if I had 
unearthed a secret beehive of overwhelming—and contradictory—information. The more 
I dug up the nest, the more bees I found. To me, it seemed like everyone had ideas about 
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the football and concussion/CTE topic, and I took advantage of any opportunity to 
discuss those buzzing opinions. I spent the next two years on a zealous quest, following 
every contemporary news article published about the subject. I was principally interested 
in the hegemonic management of the head injuries that players regularly experienced. It 
was strange to me that these injuries and experiences were not new—in fact, these were 
the same injuries players have been facing since before the official formation of the 
American Football League in September of 1920 (Klein, 2014). What I needed to know 
was, how will this information impact football players and their families?  
After speaking with one of my graduate advisors about my interests, she 
suggested I investigate doing a cross-cultural study with the veteran population and the 
NFL player population. I took this suggestion as a motivation to do some light research 
on military-related head injuries and I quickly saw several overt cultural connections 
between the two groups. This suggestion germinated into the outline for my graduate 
research and I soon found an internship position at a VA site in New England. 
 
Connecting with a Department of Veterans Affairs (VA) in New England  
The VA is a national matrix of vast resources and networks. The employees of the VA 
function as agents within this matrix. I became part of the large VA community milieu 
through a handful of emails connecting me with an integrated network of VA employees 
across the country. This is how the progression transpired: I sent an email to Dr. Mike, 
my second cousin, who works in a clinical capacity at a VA Hospital in San Francisco, 
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California. I asked, if by some chance, he knew any Medical Anthropologists working at 
a VA site in New England. Dr. Mike dove deep into his professional contacts, and in less 
than a week, connected me with two people working at a VA site in Texas. These women 
connected me with another Medical Anthropologist at a VA site in New England. 
Because of a generous resource as far away as the west coast, I was able to follow a chain 
of emails as they traipsed across the nation—ultimately landing me an extraordinary 
contact at an east coast VA site. It was this contact who connected me to my internship 
with a longitudinal mTBI project at the VA research center. In my time at the VA since 
this initial encounter, I have found the interconnectedness of this massive hegemonic 
structure truly remarkable.  
 
Identifying an Internship Role  
From an outside perspective (‘outside’ meaning anyone who has not worked at a VA 
site), the U.S. Department of Veteran Affairs looks like a single government entity. Even 
my reference to it as “the VA” exhibits this ideological construct. Mainstream American 
media—like social news articles or political publications—often portray the VA in this 
way as well. Realistically, each VA site has its own differential processes, internal 
cultures, and detailed procedures. A common saying around my VA site was, “If you’ve 
seen one VA, you’ve seen one VA”. I heard this catchphrase repeated countless times; I 
even heard it echoed by individuals who worked at other VA sites. This phrase insinuates 
the unique culture of each VA site.  
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Aside from the skills I learned while observing and conducting formal baseline 
interviews for a longitudinal research study on the long-term effects of mTBI, which I 
will hereafter refer to as the “mTBI study”, I also learned a great deal about the politics, 
parameters, and barriers of navigating a VA institution. The VA is a world wholly 
dominated by shorthand references and abbreviations. I often felt as though I was 
learning to speak a new language. Those who work within a VA site know firsthand that 
there is an acronym for everything. This was especially true in research meetings and 
amongst the longitudinal mTBI study team members. Everyone used acronyms as if their 
meanings were common knowledge—which made me feel as if I had skipped class all 
semester, and decided to show up during finals week to take the exam. It took some time 
to learn the words that each abbreviation stood in place of, and even longer to understand 
what they meant on a functional level. Eventually, this shorthand language became 
ingrained in my everyday VA vernacular. 
I began my internship at a Veterans Affairs Healthcare site in New England in 
August of 2017 and completed it in January of 2019. The mTBI study goal is to conduct 
research that will fill behavioral, neuropsychological, emotional, functional, and 
neurobiological gaps in knowledge about mTBI and its long-term outcomes. The many 
alignments between my research topic and the VA mTBI research study materials, 
questions, and objectives made this study the perfect internship. 
Though I connected with my VA internship in August of 2017, I was not fully 
credentialed and approved for participation, observation, and administration of 
longitudinal mTBI research until February of 2018. This process required an abundance 
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of patience—and an equal amount of determination. The longitudinal mTBI study team I 
partnered with had four other members, including the well-established Principal 
Investigator. These team members worked on my behalf to facilitate the application and 
credentialing processes along by using their internal connections and status as formal 
liaisons. I immediately began participating in the multitude of tasks involved in 
conducting a participant interview as soon as VA HR officials authorized my internship 
application and longitudinal mTBI study administrators approved my credentialing 
eligibility. 
 
Research Setting 
My office at the VA was in an old red brick administrative building facing the main 
hospital—separated by two four-story-high parking garages. I worked in a shared office 
space in a corner of the second floor. The building was small, and had a warm, informal 
office feel rather than that of the static hospital environment. Co-workers offered kind 
hellos in the hallways, and potlucks celebrating anything from national holidays to 
engagements were frequent. I enjoyed my repeated walks down the hall to the printer 
because it gave me occasions to fraternize with my friendly colleagues in the offices 
along the way. Most of the administrative VA research work occurred in this comfortable 
environment, away from the lab space in the main building.  
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The Research Lab 
When I interviewed veterans for Baseline or follow-up assessments, I worked with the 
research team in a tiny room on the 11th floor of the main hospital building. About 70% 
of the in-person assessment takes place in that small laboratory space. The remaining 
30% takes place in five other rooms on various floors of the hospital. The lab contains the 
various resources we need for conducting the assessments, such as: an iPad, cognitive 
testing tools, visual test materials, vital sign equipment, extra Informed Consent and 
HIPAA Authorization documents in case of mistakes, snacks, water bottles, stopwatches, 
multi-colored cones for a walking test, and more. The space is just big enough for 3 
people to fit comfortably. It consists of two chestnut-colored desks with lockable 
overhead cabinets, three cushioned office chairs, one gray metal filing cabinet with three 
lockable drawers, one rectangular rolling table that matched the desks, and one 
temperamental AC unit that someone duct-taped into the 11th story window. The view 
from the tiny window space above the AC unit overlooks a sprawling hillside of trees. In 
the fall when the leaves changed colors, it almost looked like a Bob Ross painting.  
 
Defining My Research Question  
A clearly stated research question is a necessary first step for any research project. My 
initial research question was: 
“What influences NFL players and military veterans to choose careers that put 
them at high-risk of suffering Traumatic Brain Injuries, and what are their 
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perceptions for the future in light of the possibility for developing Chronic 
Traumatic Encephalopathy?” 
 
By my second year in the BUSM MACCP program, I had completed thirty graduate class 
credits, intense research-related workshopping, two Annual CTE Conferences, over 300 
hours with the longitudinal mTBI study team, and was conducting formal and informal 
participant interviews. Through observing, participating, and conducting around 20 
participant Baseline assessments with the research team, I gained insight into what 
veterans themselves were interested in talking about.  
In addition to this, I attended consecutive Annual CTE Conferences where I had 
the opportunity to informally interview family members of veterans and former NFL 
players plagued by persistent symptoms of TBI/CTE. From these informal interviews, it 
was clear to me that family members experience TBI/ CTE phenomena in very different, 
but ultimately impactful ways. I posited that garnering their perspectives could only add 
to the overall ethnographic data. Because I felt strongly that their experiences were 
extremely important to my overall research, I made a late, third-semester decision to 
include their narratives in a chapter of my thesis. 
The overall fieldwork data I collected was exactly the kind of ethnographic 
content I hoped for. These dynamic educational/ internship experiences developed my 
competency as a medical anthropologist, and facilitated the renovation of my original 
research question— which evolved to ask:   
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“What are the lived experiences of NFL players, military veterans, and their 
caretakers with TBI/CTE, and what are their intersections with the mediatization 
and socio-medical legitimation? 
 
Though my restructured question maintained fundamental components of my original 
inquiry, the improved elements significantly changed the strategy of my research 
methods. The focus of my question was initially about understanding the cultural reasons 
these two populations would choose high risk careers that include long-term 
ramifications of head and neck injuries. After conducting fieldwork with both 
populations—and an unexpected third—my research transformed into a focused inquiry 
that explores the way three American subcultures differentially intersect with the 
mediatization and socio-medical legitimation of TBI/CTE.  
 
The VA Institutional Review Board (IRB) 
Conducting research in conjunction with a VA site requires submitting a proposal to their 
Internal Review Board (IRB). Due to this requirement, I had to submit an IRB for 
approval not just to BUSM, but also to the Research & Development Department at the 
VA. This mandated an entirely different type of IRB submission—one that fit the 
notoriously rigorous standards of VA-mandated protocols. The VA IRB is more 
scrutinizing than the BU IRB, primarily because they exercise every precaution to make 
sure that they protect the veteran community in research. I initially submitted my research 
packet for IRB approval on August 3, 2018—after spending five months learning how to 
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navigate excessive amounts of information, monotonously drafting detailed paperwork, 
repetition, expansion, summarization, re-cap, signatures requirements, and revisions. The 
formal submission process was a merry-go-round of communication delays and 
frustrating revisions—but on October 10, 2018, the IRB finally approved my research 
proposal.  
 
Research Methodology 
My research with NFL players, veterans, and caretakers is both ethnographic and 
phenomenological. I am reliant on data from the shared experiences of the three 
subcultures about their intersections with TBI/CTE to inform my research. 
“Ethnography” is an applied qualitative research method used by social scientists to study 
culture. The foundational tenant of ethnographic research is to learn from participants, not 
just about them (Youker, 2005). Participant observation is the primary means of data 
collection for this method. I use this research method for participant observations and 
in/formal interviews—which I use in my fieldwork encounters mainly with the veteran 
population.  
My research is phenomenological in nature, as well as ethnographic. 
“Phenomenology” is the scientific study of exceptional events as they occur in the lived 
experiences of a specific population(s) (Desjarlais and Throop, 2011). I am studying 21st 
century socio-medical phenomenon of TBI/CTE, and how NFL players, veterans, and 
caretakers experience them. Phenomenological studies often include a high degree of 
intersubjectivity, which Desjarlais and Throop define as “the existential organization, 
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recognition, and constitution of relations between subjects” (Desjarlais and Throop 2011: 
88). The comparisons I highlight in my research are the dis/similarities between veterans 
and NFL player subcultures and TBI/CTE experiences, and the intersubjectivity of their 
caretakers’ roles in health-seeking and legitimation.  
When I began my research, I was unsure exactly what kinds of stories veterans, 
players, and caretakers would have to tell, and what patterns might emerge from those 
shared experiences. For this reason, I chose to utilize “Modified Grounded Theory” 
(MGT) as a methodological approach to my ethnographic research. Many disciplines 
utilize MGT as a research method, and it contributes significantly to phenomenological 
studies such as this one. MGT is a “systematic approach to generating theory from data 
obtained through social scientific research” (Curry, 2003).  
The strategy of MGT is to intentionally preserve plenty of space for the cultural 
participants to express the subjects that are most important to them. These subjects 
emerge through fieldwork and data collection. I use this method to discover what the 
intrinsic interests of the population are, and how to make those issues central to my 
ethnographic research. This method allows the population to determine the course of the 
research based on their desires. Using an MGT method, I relied heavily on informal and 
semi-structured interviews to collect my data in the field.    
At the VA I gained experience working with an extremely involved, high-level 
longitudinal research project—but it was still the first time I was creating my own study 
from the ground up. The streamlined procedures of the longitudinal mTBI study included 
a vast assortment of tasks which were beneficial to me when I began creating a research 
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proposal. I wanted to structure my research design in a way that was simple and 
achievable, and having experience from the research study made that process easier. The 
amount of information surrounding all three subcultures, TBI, CTE, and media/literature 
surrounding them all was overwhelming at first. The media and literature data I used was 
mostly from the years 1990-2019—with a few relevant exceptions that pre-date the year 
1990, but intersect with contemporary analytical content.  
 I implemented a system of codes and categories to help me organize the data I 
collected. I used NVivo, a qualitative data analysis software, to create this system. I had 
nine distinct ‘File Classifications’, into which I separated out more than 200 sources. I 
diligently analyzed details in each source, and classified the content into 4 broad 
categories (parent codes)—under these, I had over 50 more specific subcategory (child) 
codes, known as “nodes” within NVivo.  
This analytical coding system helped me qualitatively identify subject patterns 
that emerged from my fieldwork research. The four parent codes that I classified data 
under are: Anthropology, Cultures, Language, Sickness and Illness. I chose these four 
categories because they are overarching themes that encompassed the child codes. 
Through this classification system, I identified dominant themes that repetitively emerged 
throughout my data collection: biopolitics, embodiment, sick role, health-seeking, 
masculinity, mediatization, environment, phenomenology, head and neck injury, invisible 
injury, and symptomology.  
 My overarching plan was to gain insight and answers to my questions through in-
person or telephone semi-structured interviews using an IRB-approved interview guide. I 
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set a sample size (N) goal of maximum of N=25 and minimum of N=5. I created these 
parameters to preserve integrity of data and reach topic saturation- the point at which no 
new themes emerge from the interviews. By the conclusion of my data collection in 
December 2018, I conducted seven semi-structured interviews with the longitudinal 
mTBI study veteran participants, one informal interview with a non-VA study veteran, 
three informal interviews with former NFL players, and three informal interviews with 
caretakers.  
 
Recruiting Strategies 
Veterans 
The VA is very deliberate in safeguarding the confidentiality, privacy, rights, and 
information of all research participants. VA IRB protocol prohibits collection of veteran 
personal emails as a means of contact, so I requested permission to interview veterans 
that the longitudinal mTBI study already deemed eligible. Participants were eligible for 
my study if they approved permission for future contact for other research studies by 
initialing that detail on the informed consent form for the mTBI study. Per IRB protocol, 
this signed approval gave me permission to contact those individuals by mail or in-
person. Because of these parameters, my sampling strategies were bound to a pool of 
longitudinal mTBI study participants and included convenience and opportunity. 
I drafted government-approved letters of “Request for Permission to Contact”, 
which included “Opt-Out of Research Opportunity” return letters, and mailed them to 
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eligible participants. After waiting 7-10 days, I followed-up using the phone numbers 
listed in the VA system to contact participants and inquire about their interest in the 
study. Some Veterans called my VA phone number and scheduled meeting times, or left 
messages asking for more information. I was also able to approach eligible veterans in-
person and provide information about the study. My VA research team members helped 
me recruit participants by sharing the study opportunity with the VA participants that 
came in for assessments. With their help, I recruited ten veterans total—successfully 
interviewing eight, and losing two after repeated follow-up attempts.  
 
Former NFL Players, Non-Longitudinal mTBI Study Veterans, and Caretakers 
I had the opportunity to talk informally with a few former NFL players, veterans, and 
caretakers at Annual CTE Conferences. Almost all of them attended the conference to 
learn more about concussions, CTE as a degenerative disease, and what it may mean for 
them and their loved ones in the present and the future. Some of these connections 
referred me to other former players, veterans, and caretakers. These interviews were 
informal—meaning that I did not follow a semi-structured questionnaire, but took 
fieldnotes about the conversational content during and/or after my encounters. The 
recruitment strategy for these interviews was opportunistic and included snowball 
sampling.  
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Inclusion/ Exclusion Criteria: Longitudinal mTBI Study Veterans 
The inclusion criteria for my longitudinal mTBI study veteran participants required that 
they: 
1. Be at least 18 years of age  
2. Have served in any of the post-September 11, 2001 Iraq and Afghanistan wars or 
their follow-along conflicts, referred to here as Operation Enduring 
Freedom/Operation Iraqi Freedom/Operation New Dawn (OEF/OIF/OND) 
3. Be an existing, enrolled mTBI study participant 
a. Have authorized future contact for unrelated research studies by initialing 
the related question on the informed consent form of the VA New 
England longitudinal mTBI study 
 
 The exclusion criteria were:  
1. If the veterans had not been deployed to combat in support of OEF/OIF/OND or 
follow-along conflicts 
2. Had something in their medical record that indicated they would not be a good fit 
for the study (such as unreliability, safety hazard, moved locations, etc.) 
3. Were not an existing, enrolled mTBI study participant  
 
Inclusion/ Exclusion Criteria: Non-mTBI Study Veterans, NFL Players, and Caretakers  
My Inclusion criteria for non-mTBI study veterans, NFL players, and caretakers were 
even more simplistic—I would talk to any person who was a member of one of those 
populations, and who was willing to share their personal experiences with TBI/CTE 
phenomenon. My exclusion criteria for recruiting members of these subcultures was even 
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more basic: anyone who fit those populations, but who did not want to share their 
personal experiences of TBI/CTE phenomenon with me.  
 
Final Sample 
By the conclusion of my data collection in December 2018, I successfully in/formally 
interviewed 14 people in total: 7 longitudinal mTBI study veterans (6 in-person; 1 
telephone-interview), 1 non-mTBI study veteran, 3 caretakers, and 3 former NFL players. 
I did not contact any interviewees for follow-up discussions, nor was I contacted by any 
of them.  
 
Data Protection 
I kept data secure by following strict VA policies designed to preserve integrity and 
protection of participant information. Following the VA  protocol, I used alphanumeric 
codes to remove identifiers for each participant. Standard procedure designates that the 
master crosswalk to codes is stored in a secured, encrypted file behind a VA firewall. 
Once I recruited a participant, we would agree on a time to meet in the research lab, or 
speak on the phone to complete a semi-structured interview. I drafted a semi-structured 
interview guide consisting of over twenty questions inquiring about topics related to head 
and neck injury experiences, personal physical fitness and health strategies, opinions on 
mediatization of TBI in football and the military, knowledge and perceptions of CTE, and 
basic demographic and military related information.  
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I recorded these calls and interviews using a VA- approved digital recording 
device, lent to me by the research center. The interviews lasted between thirty minutes 
and one hour. If necessary, a follow-up interview could take place to clarify any answers 
to questions, or, if the participant reached out to me with more to share on any of the 
subjects we discussed; no follow-up interviews occurred.  
 For longitudinal mTBI study veterans, whether we met in-person or over-the-
phone, I would go over the informed consent form and the HIPAA authorization form to 
ensure that the participant understood the topic of the research, and any risks to them as a 
participant. Following the conclusion of an interview, I uploaded the voice data directly 
to an encrypted folder stored on a network drive behind the VA firewall. I repeated this 
process for each participant interview. Using a remote login to my VA Desktop, I then 
transcribed each interview. I drafted and saved my alpha-numerically coded transcripts to 
another encrypted file behind the VA firewall.  After upload and transcription, I erased 
the data from the recording device itself.  
 For all informal interviews with non-mTBI study Veterans, caretakers, and former 
NFL players, I took detailed fieldnotes on my computer instead of audio recordings, and 
stored the data in an encrypted computer file. I also transcribed videos and recorded 
interviews of NFL players and caretakers. 
 
Methodological Lesson Learned 
Learning how to conduct research within a VA site was a tremendously beneficial 
experience for me. I enjoyed every moment of the cultural process. Working with the 
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mTBI study team was an equally incredible opportunity, and completing this research 
would not have been possible without their consistent support. Though the IRB approval 
took longer than expected, it was worth the patience and effort. My participants from 
each subculture shared valuable insights and conclusions about their own experiences 
with TBI/CTE that I could never have understood without their narratives. Based on my 
interpretation of the data, I think sharing their stories will exhibit how contemporary 
mediatization and hegemonic social structures can dictate agency, and work to legitimize 
important needs of the subcultures who suffer (or are likely to suffer) from symptoms of 
TBI/CTE.  
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CHAPTER FOUR: CULTURAL VICTIMIZATION: NFL PLAYERS 
 
EXPLORING INTERSECTIONS BETWEEN NFL PLAYERS, STRUCTURAL 
VIOLENCE, AND THE MEDIATIZATION OF SUB/CONCUSSIONS & CTE 
 
 
 
 
 
“I was probably a lot harder on em too, ya know, like, you’re not comin off the field— 
you stay out there. If you get hurt, you crawl off the field— 
when you can’t crawl, I’ll come get ya.” 
—Irvin Favre, Brett Favre’s father (A Football Life, 2014) 
  
Figure 11 : Testing Football Helmets in 1912 (Testing Football 
Helmets, 2014) 
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Arguments  
Though the military represents immediate life and death situations, information about 
TBI/CTE reveals that playing in the NFL also represents life and death possibilities that 
are delayed beyond the “term of service” to the League. In this chapter and the next, I 
argue that violence is a symptom of an American culture that accepts pain and suffering 
as forms entertainment and celebrated behavior. This symptom manifests itself 
domestically through popular media—like the NFL, and football and military style films 
and videogames—and globally through our military presence in over 150 countries. In 
addition, I argue that structural violence in the form of social determinants (like race, 
gender, and socioeconomic status) limits the agency of many individuals by reducing 
their access to middle- and upper-class options which restricts their conduits to upward 
mobility, and therefore causes them to choose pathways out of poverty that pose a high-
risk for sustaining repeated head injuries and developing CTE. This creates a system 
where NFL players are victims of structural violence in their past, and cultural violence 
in their present and future due to social expectations about their physical bodies.  
Because violence is a foundational framework in US culture, media coverage 
focuses on hyper-masculine and hyper-aggressive arenas like the NFL and military. This 
coverage is consumed by the public in the 21st century, where access to information is 
available through computers, smartphones, and television. Mediatization is a vehicle for 
disseminating hegemonic ideas about frameworks like power structures, iconicism, and 
public thought; it is also the reason TBI/CTE is present in public awareness. Media 
outlets traditionally report the stories of people or phenomena. In the case of concussion 
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(mTBI) for football, mTBI for the military, and CTE for both groups, the media formed a 
social bridge between information generated about this injury/disease and gave broader 
culture access to that knowledge by delivering heavily concentrated reporting. This 
reporting and connection to social thought has served to socio-medically legitimate 
TBI/CTE. I argue that over time, the role of the media has shifted as advanced 
technology has increased individual agency in media. Through personal social media 
platforms and connected coverage of popular celebrity types, NFL players, veterans, and 
caretakers are leveraging their social and cultural capital to influence the media and 
narrate their own stories and share their experiences with TBI/CTE.  
 
My Positionality 
This chapter began predominately as a media and literature review because I did not have 
access to current or former NFL players to interview. I can identify dozens of famous 
football players dating back several decades—but I did not know any personally, and I 
did not know anyone else who did either. Professional football players are celebrities in 
American culture. Their immense cultural popularity keeps them close enough to 
recognize, but not close enough to encounter.  
I was fortunate enough to meet three former NFL players at the CTE Conferences 
I attended during my graduate program. I was nervous to approach them, but a couple of 
hours into the first day of the 3rd Annual CTE Conference, I mustered the courage to 
introduce myself to them, one at a time. After I got over my initial fears during 
introductions, I found them all to be sincere and friendly men. Mike Adamle was the first 
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player I approached—he was a panel speaker at the conference. I use his real name 
because he and his wife Kim—whose story I share in the chapter on caretakers—are 
prominent members in the socio-medical CTE community. For Mike, I use a combination 
of fieldwork data including conversations we had at the Conference, and media articles 
and videos that present his story in greater detail than we had time for that day.  
I use pseudonyms for the other two former NFL players—Paul and Jeremy—with 
respect to protecting others from linking them to the details of the personal experiences 
with the NFL, concussions, and CTE. I spoke to Jeremy both days, but my time with him 
was the briefest overall. He was the only one who was a player who participated in the 
League during the most recent “concussion crisis” events. Though he is only in his late 
twenties, he has already retired from a football career.  
I spent the most informal interview time with Paul. We met briefly on the last day 
of the Conference, after all the sessions and panels concluded. I remained in the 
conference room while most people filed out. When the room was nearly empty, I 
approached Paul. We chatted briefly about his involvement with the NFL and CTE, and 
the anthropological research I was aiming to write about. I exchanged information with 
him and followed up to set a meeting time for an informal interview. My informal 
interviews with these three players ranged anywhere from 20 minutes to 3 hours. They 
were all different ages, field positions, ethnicities, and socioeconomic backgrounds.  
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Cultural Identity of Football 
Sports have functioned in society for centuries as multipurpose, recreationally shared 
activities. They provide a public space that encourages cohesion and inclusion on a 
global, national, and local level. Parents often pressure their children to engage in 
athletics during their early school years and emphasize the valuable life skills that they 
teach—like teamwork, commitment, and competition. Sports also serve as a field for 
learning moral values—like how to respect authority, play fairly, and win humbly. 
Athletics bring people together, whether it is a child’s first youth league football 
scrimmage, or a favorite team competing in an NFL playoff game.  
American professional Football made its collective public debut under the National 
Football League in 1919. Football became an entertainment empire in the 1970’s—when 
Monday Night Football was televised for the first time (PBS, Frontline 2014). According 
to Nielsen Media Research (2016), Super Bowl events account for 17 of the 20 most 
watched televised broadcasts of all time. Chris Nowinski, former Harvard football star 
and co-founder of the Concussion Legacy Foundation, said that “the NFL is the most 
valuable property in television” (Fieldnotes, 2018). 
The more social capital an individual or industry can maintain, the more power 
and influence they can impress on larger culture. Hegemonic standards are reinforced 
through the media which is the vehicle for influencing community attitudes on issues like 
elections, economics, and recreational entertainment. The NFL marketed its football 
product to an American culture with an embedded history of violence. For a culture like 
the US that glorifies war and heroizes military soldiers, football is the perfect proxy for 
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military violence in the form of domestic entertainment. The aggressive nature of the 
sport gratifies the cultural appetite for violence and competition. Next to military soldiers 
and veterans, NFL players are America’s favorite warriors.  
 
Deeply rooted cultural attitudes about the benefits of sports have led to social 
depictions of the athlete as the paragon of strength, health, and stardom. To the detriment 
of the athlete, beliefs about the severity and lasting effects of sports-related injuries have 
been continually minimized, and in the case of concussions, willfully ignored. American 
culture and sports industry executives expect athletes to have a demigod-like power for 
rapid bodily recovery and revitalization. NFL athletes suffer many sub/concussive 
injuries throughout their football careers because of the inherent violence of the game. 
These repetitive head and neck injuries accumulate in their bodies and brains, and pose a 
higher risk for developing CTE (McKee et al, 2015).  
Professional football exists inside an overarching American culture that sanctions 
aggression and violence as acceptable forms of media and entertainment. Cultural 
constructions in the media often conflate masculinity and violence, especially in the 
subcultural realms of football and military service. Significant social expectations 
reinforce underlying frameworks that cause misconceptions about the severity of athletic 
injuries, and the adequate time the body needs to heal from those injuries. These cultural 
misconceptions influence Americans to minimize, and allow NFL executives to neglect, 
the socio-medical ramifications of those injuries.  
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Accepted negligence of injury to the athlete body contributes to a theme of 
cultural violence that underpins normalized attitudes toward the physical violence of head 
and neck injury events in professional football. Galtung defines cultural violence as “any 
aspect of a culture that can be used to legitimize violence in its direct or structural 
form.” (Galtung, 1990). With this understanding, NFL players are cultural victims because 
of structural violence that constricts their options for upward mobility in a capitalistic 
society, and because of the expectations that society has for the durability of their bodies 
when they enter the NFL’s aggressive environment.  
Like military veterans, football players are expected to be stronger, faster, and 
tougher than the average human being. They are the emblem of strength and masculinity; 
their very bodies iconized as the antithesis of weakness and femininity. This is the 
cultural expectation of players which becomes problematic in the face of repeated head 
injuries, which can lead to persistent symptoms that reflect CTE, and the threat of serious 
cognitive impairment and in some cases, violent death.  
This cultural violence—American attitudes that support bodily harm in exchange 
for valued entertainment—contributes to players’ physical vulnerability in environments 
where institutional hegemonic powers silently manipulate structural violence against 
athletes in ways like: offering financial incentives in exchange for bodily sacrifice, 
creating/maintaining imbalanced power structures with unequal representation, and using 
embedded cultural popularity as a tool to suppress medical evidence about long-term 
cognitive consequences of football. It is the entrenched popularity of football—a sport 
the public has enthusiastically consumed for decades—that facilitated the framework that 
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allowed leaders with decision-making power to subject players to conditions that allowed 
for innumerable head and neck injuries that have lasting impacts on their present and 
future lifeworlds.  
Desjarlais and Throop (2011) explain concept of “lifeworld” as the practical and 
familiar world of everyday life for an individual. This concept maintains natural and 
environmental elements, is deeply dynamic, and grows out of the ways that we integrate 
with the worldly encounters which we are rooted day to day. For NFL players, their 
lifeworld is constituted around a game built on intertwined concepts of masculinity, 
aggression, celebrity, and violence. Their participation in this game has physical, social, 
and financial implications for their lifeworld.  
 
The Media of It All  
Hepp et al. (2015) define “mediatization” as a form of western communication and, “an 
important concept and theoretical framework for considering the interplay between 
media, culture, and society”. Media engagement is an integral part of contemporary 
life—so much so, that we barely notice it anymore. Constant access to media of all kinds 
has created a universal platform for interplay between culture and social ramifications. 
There is a global market for advertising and communicating using media realms. For the 
US, access to, and inundation of, media messaging is ever-present. From posters on the 
sides of buses and trains to the notifications that pop up on smartphones, media 
communication exists in both in our conscious and subconscious society. The NFL 
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specifically has mastered cultural and contractual interplay with using mediatization to 
advance their brand.  
The NFL is a private corporation that chooses not to publicly share its fiscal reports—
but there is one team that undermines their prerogative for financial privacy—the Green 
Bay Packers. They are the only franchise that remains a publicly owned nonprofit 
company, with around 360,000 shareholders (Kopf, 2018). Public ownership means the 
team is obligated to disclose financial reports annually. This report includes league-wide 
monetary information. According to the latest report in 2018, the NFL has grown its 
margins by 5% compared to the 2016 fiscal year, and handed out $8.2 billion dollars to 
the 32 franchises. It does not appear diminishing funds will be an issue for the League 
any time soon. Most of its revenue is garnered from media deals and various 
sponsorships—most of which are contracted through 2020. Mediatization of football not 
only circulates its popularity, but also funds it.  
The League has become an empire in the sport-centered entertainment industry, 
where anyone can be a fan. Fans participate in ways like donning symbolic attire, 
attending games, following their favorite players on Instagram, setting their line-ups for 
fantasy football, watching game recaps the following morning on ESPN, or hosting 
Sunday football parties. They further garner a dedicated fandom by maintaining a product 
that can inhabit socially symbolic spaces like: little league fields, educational institutions, 
public eateries and bars, family homes, and football stadiums. In these social spaces, fans 
unite every week to cheer on their favorite players and teams through participation and 
communication facilitated by many different forms of media.  
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President Teddy Roosevelt heralded the social dynamics of football—even before it 
became a collectively ritualized spectacle (Heisel, 2015). He saw its entertainment value 
as secondary to its character-building traits, and deemed it a “man-molding sport” that 
functioned to prevent the nation’s men from becoming “mollycoddles” instead of men 
with vigor. President Roosevelt applauded the vicious and victorious nature of football 
because it reinforced traits that defined masculine identity during that time in American 
history.  
The President of the United States is arguably the most powerful figure in America. 
Roosevelt’s enthusiastic reinforcement of the aggression of football was a cultural 
violence that legitimized physical violence between, and against, men who participated in 
the sport. He used the violent nature of it as a symbol of what it meant to be a man, 
entrenching structural violence about the gendered dynamics which conflate masculinity 
with aggression, strength, and physical endurance. This cultural violence paved the way 
for heavy social expectations that allowed NFL administration to neglect properly 
addressing the long-term cognitive impacts of playing football, and pass concussions off 
as “a part of the profession, a workplace hazard” (Laskis, 2015).    
Shows like “Jacked Up!”, a short ESPN commentary that appeared before 
Monday Night Football, celebrated vicious collisions between players (Gordon, 2013). 
This type of media served as a justification for ignoring the inherently ferocious human-
on-human aggression by re-narrating the violent encounters with explanations about how 
talented football athletes like Peyton Manning, Junior Seau, and Mike Webster made 
great plays. It is much easier to rationalize the spectating of bodily injuries when it is 
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disguised as entertainment and an exhibition of talent and skill. This iconic, socially 
constructed notoriety of giftedness and talent is tied directly to NFL association and 
functions to increase players’ social capital. Players may be injured because of 
participation in the NFL, but they also financially and socially profit from it.  
NFL players have team trainers and doctors which gives them access to the best 
immediate biomedical care. This clinical staff keeps their regular health pristine, tending 
to injuries as soon as they occur. Because they have access to immediate healthcare, fans, 
owners, and coaches still expect players to compete despite injuries to avoid ‘letting the 
team down’. For example, fans expected the young New England Patriots wide receiver 
Rob Gronkowski to make excellent plays in each game despite multiple medical 
procedures on his back and neck, and need for using a full knee and leg brace, shoulder 
stabilizer, and arm brace (Evans, 2016). 
Mediatization of football makes it seem like choreographed violence because the 
League itself exists for entertainment purposes, but in truth, physical injuries that players 
suffer on the field can have significant short-term and long-term implications. Their 
agency over their own body is reduced when they sign NFL contracts and give decisions 
about their health to League administration—those who profit from the violent nature of 
the games.  
Systemic cultural expectations for players to bear their injuries and integrate them 
into their ongoing competitive life/work is an example of cultural violence (Galtung, 
1990; Farmer, 2001). It is cultural violence because American fans not only laud the 
performance of injured players, but expect it. It is structural violence because those in 
  
 73 
executive positions exercise biopower and make decisions to put players with vulnerable 
bodies back into the game. Football bodies are silently orchestrated political figures for a 
capitalistic society that promises monetary compensation in exchange for biological 
expenditure for something as simple as entertainment value (Portes, 1998).  
 
 
 
A History of Medical (Il)legitimation  
Football players know that games are violent, hazardous, and harmful. Though 
engagement in NFL games affords players countless financial and social luxuries, it also 
costs them pieces of their past, present, and their future—but that is not the information 
that the NFL used to share with them. The film, “Concussion” exposed the subtle but 
sinister culturally violent nature of the NFL as an institution with hegemonic power when 
it stated:  
“The NFL owns a day of the week. 
The same day that the church used to own— 
Now it’s theirs.” 
 
The lingering eerie feeling this quote provokes is confusing at first. Even more unsettling 
is that the NFL does not own Sunday in isolation—it owns Monday and Thursday night 
too. NFL ownership translates to the best television times and highest viewer audience 
ratings. The ritual of ‘Football Sunday’ is a celebrated American family tradition, but 
recent allegations against the League have threatened its entertainment empire.  
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In the last two decades, media outlets have repeatedly accused the League of 
intentionally concealing and suppressing medical evidence that exposes links between 
football-related head injuries and long-term cognitive impacts (PBS, Frontline, 2013). 
The most brazen mediatized example of this accusation is the 2013 PBS Frontline 
documentary titled, “League of Denial: The NFL’s Concussion Crisis”, which cemented 
the phrase “concussion crisis” as a shorthand cultural reference to the NFL’s growing 
medical/media/legal catastrophe. The investigation outlined how the NFL allegedly 
concealed dangerous health information about the long-term cognitive impacts of 
concussions that could have saved the lives of many players. 
Starting in the 1970’s, Coaches and clinicians alike used the phrase “getting your bell 
rung” to downplay social fears about the dangers of football-related concussions 
(Harrison, 2013). In 1994 the NFL created the Mild Traumatic Brain Injury Committee 
(mTBI Committee) tasked with conducting brain-related research, and staffed it with 
handpicked clinicians—about half of the members were team doctors for the various NFL 
franchises. At the time, concussions were not a well-understood brain injury. Paul 
Tagliabue was the League Commissioner at the time and chose Dr. Elliot Pellman as the 
Committee Chairman responsible for conducting brain research—even though he had no 
training in neurology. Pellman was a rheumatologist, and a team doctor for the New York 
Jets. (PBS, Frontline, 2013) 
In the early 2000s, Dr. Robert Cantu—the current medical director and co-founder of 
the Concussion Legacy Foundation—served as an editor for the medical journal of 
Neurosurgery. In 2003, mTBI Chairman Dr. Pellman submitted the first of several 
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research studies. Unsurprisingly, his study reported that there was absolutely no 
relationship between football head injuries and late-life symptoms (Pellman, 2003). Dr. 
Cantu objected to the publication of this study, as he felt the research methods were 
flawed and therefore the evidence was insubstantial.  
When it was released despite his well-founded objections, he approached the 
journal’s editor-in-chief with his concerns. The editor-in-chief at the time was Dr. 
Michael Apuzzo—a consulting physician for the New York Giants football franchise—
who ignored Dr. Cantu’s concerns (PBS, Frontline, 2014). The NFL had social capital that 
reached far outside its own organization and industry. It leveraged this capital by creating 
its own Committee to study TBI in hopes that the mediatized gesture would satisfy any 
bubbling fears about their authenticity as an organization.  
The mTBI Committee was responsible for drafting formal concussion protocols 
meant to be used by coaches and team doctors during injury events. Though in theory this 
Committee is the ethical choice, the internal conflicts of interest between its members and 
the NFL were bound to breed flawed implementations. Official health and safety 
protocols that would have severe consequences for players during injury events rested in 
the hands of powerful non-neurology clinicians who were salaried by the NFL. This is an 
example of the manipulation of the biopower that the NFL has over the bodies of players.  
During the Committee’s operation from 1994-2007, the NFL publicly denied 
links between football-related head injuries and debilitating cognitive outcomes on more 
than one occasion. They repeated this behavior even after investigative reporters 
uncovered financial paper trails about millions of dollars in payouts to at least 3 players 
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who suffered neurological impairment. This information contractually tied the NFL to 
knowledge about the serious neurological ramifications of football dating back to at least 
1999 (Fainaru and Fainaru-Wada, 2014).  
The NFL’s infamous challenge against Dr. Omalu’s CTE pathological identification 
lasted a decade into the 21st century. The League administration attempted to maintain 
popularity by leveraging their institutional social capital to dissuade Americans from 
believing in research that provides evidence for that connection.  
In October 2009, the NFL was summoned to a Congressional hearing concerning 
football head injuries (US Congress, October 28, 2009; Ezel, 2013; PBS, Frontline, 
2014). The Congressional hearing was covered by many popular media outlets, like PBS, 
The New York Times, Time Magazine, and Sports Illustrated. Though the appointed chair 
of the NFL’s hand-selected mTBI committee—rheumatologist Dr. Elliot Pellman—and 
several other primary authors of their biased, internally generated research were asked to 
be present for the hearing, only NFL Commissioner Roger Goodell appeared (Schwarz, 
2009). 
During the hearing, California Democratic Representative Linda Sanchez questioned 
NFL Commissioner Roger Goodell about the unethical NFL research and public denial of 
clinical evidence. She reminded Americans of similar “blanket denial or minimizing” of 
biomedical research by the conglomerated Big Tobacco companies in the 1970s, 1980s, 
and early 1990s, who collectively repeated “No, there’s no link between smoking and 
damage to your health or ill effects.” (Congress, 2009). Congress determined the NFL was 
negligent by way of drafting unsubstantial health protocols, and instructed that they 
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revise those protocols based on current scientific information about sub/concussions and 
CTE.  
In 2010, the NFL finally acknowledged the validity of concussion and CTE 
research. This admission culminated in one of the largest class-action lawsuits in the 
United States which reached a landmark settlement in 2015—outlining an NFL payout of 
around 1 billion dollars to more than 4,500 former players and their families (Belson, 
2015). They accused the NFL of underreporting concussions in player medical records, 
not providing adequate care for concussion events, and withholding scientific information 
about the long-term cognitive dangers of playing football. The NFL agreed to a 
settlement in 2016 on the premise that they would not have to reveal what they knew 
about the dangerous effects of football on the brain and when they knew those facts (PBS, 
Frontline, 2014). Many players, families, fans, and media outlets viewed this settlement as 
a veiled admission of guilt from the NFL that they knowingly withheld information from 
players about the damaging effects of concussions.  
 
The Modern Concussion Protocol  
Though the concussion protocol has undergone changes since it was first established by 
the NFL’s mTBI Committee in the 1990s, it has continuously acted as a guideline rather 
than a definitive measure of eligibility for return-to-play action. This subjective use of the 
protocol appears as if it was not created with the intention to establish a measure of brain 
health for the player, but as a rubric for whether he could immediately return to the field. 
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This continues to be the case today—even after scientists have confirmed that players are 
at a disproportionately high risk for accumulating sub/concussions and developing CTE.  
Following the 2017 season, Seattle Seahawks Super Bowl contender and San 
Francisco 49ers cornerback Richard Sherman shared his frustration over the concussion 
protocol initiative. He feels that its primary purpose is to shine the NFL’s “badge of 
honor”, rather than work to protect players from sub/concussive injuries. I have used 
Sherman’s narrative from an interview in 2018 and organized it in a way that prepares for 
discourse analysis of his words (Brinson, CBS Sports, 2018):  
"It’s an absolute joke. 
It's for public opinion 
For them [the NFL] to show the public that they care about the players, 
They care about player safety. 
In a show of good faith and good will,  
they said: ‘we're going to have an independent trauma expert, 
an independent neurologist approve people’— 
and the same things are happening that were happening before. 
The Tom Savage play— 
where he was looked at by the independent neurologist  
and they approved him to go back into the game.  
And now the team is being ridiculed.  
How about the League gets ridiculed for letting him go back in the game? 
Because they approved it.  
The “independent neurologist”, which is hired by the league, approved him to go 
back into the game."  
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I asked Paul, one of the former players I interviewed, about this protocol. He was a 
Boston College linebacker who went on to play for eight seasons with the Seattle 
Seahawks and Washington Redskins in the 1970s and 1980s. I sat down with him at a 
café in Boston, and listened as he shared valuable perspectives on the League and the 
TBI/CTE phenomena. He says he had his “bell rung” more than a few times during his 
football career. At the time when he participated, there was no such thing as a concussion 
protocol— 
"the coach would pull you off the field to the sidelines after the play was finished 
and say ‘hey! how many fingers am I holding up?” 
As a tough player with a masculine reputation to preserve, he would hold up his middle 
finger and say “This many”. The coaches would laugh, give his helmet a smack, and send 
him back into the game.  
I asked Paul what he thought about contemporary modifications officials have 
made to the game attempting to integrate safety measures—like adding new rules and 
implementing updated protocols. He said, “it will take years to penetrate and 
integrate”—meaning players will continue suffering the same sub/concussive injuries 
and long-term cognitive outcomes (e.g., CTE), despite substantial regulatory changes. 
Even with new rules, the cultural violence that exists in the NFL is not likely to change 
for years to come.  
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Biopower and Biopolitics of the NFL  
The football player body is a site of biopolitical negotiation for the NFL. The League 
manipulated institutional hegemonic power by concealing the dangerous ramifications of 
the game to preserve financial comforts and cultural favor. The NFL as a hegemonic 
structure used the ubiquitous entertainment and media environment to mismanage, 
misinform, and make biopolitical decision to mislead its injured players and the public 
for decades—all while capitalizing on the most violent elements of the game. TV 
entertainment commentaries like “Jacked Up!” are a quintessential example of 
glamorizing the violence and aggression of football. Shows like this function to incite 
public fandom in response to a high-impact physical injury event, rather than utilizing 
some other aspect of the game to encourage team allegiances.  
Nielson’s quantitative measurements also lend credence to Margaret Lock’s theory 
about cultural appetites for violence, and the social reasons the NFL profits from the 
vicious business. The crux is that the NFL does not consider football simply as an athletic 
sport; the League perceives the game in the way it benefits them economically—as a 
lucrative business. Formally recognizing links between football and life-long body and 
mind impairment would inevitably decrease the booming revenue generation to which the 
entertainment giant—with its owners, commissions, and even players—had become so 
accustomed. Loss of monetary and social capital is likely the reason the League waited as 
long as it did to publicly acknowledge the validity of related research. They chose 
instead, to make biopolitical decisions that negatively impacted players’ futures, but 
positively impacted their revenue and popularity in the present.  
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Players and Social/Economic Capital  
During our second cup of coffee, Paul and I talked a lot about the economics of football. 
We were comfortably settled in a corner table, and I could feel the watchful, curious eyes 
of café patrons at tables around us—listening in on our topics of conversation. Paul took 
the time to explain to me some inside information, from a player’s perspective, about 
institutional hegemonic power structures inside the NFL.  
Paul was part of the unofficial planning committee that orchestrated the 1982 
NFL lockout—a 57-day long strike that led to seven weeks of cancelled regular season 
games. This lockout demonstrated a concerted effort from players to use their agency as 
leverage to gain more compensation to make up for the physical damage they sustained.  
Many players were unhappy with the financial structure of the NFL. They felt they 
exhausted their youthful bodies while the League made all the money. The players agreed 
that they wanted 55% of the gross revenue and the wage scale.  
At the time, Paul was teammates with Mark Murphy—a defensive back for the 
Washington Redskins for eight seasons. Mark was a player representative for the 
Redskins, and part of the NFL Players Association’s negotiation committee (Myers, 2011; 
Mark Murphy, 2019). Murphy remembers then-owner of the Redskins calling him a 
“communist” during negotiations. He says that he did not think he was obscenely 
militant—he just felt like he was “fighting for what was right” on behalf of players 
(Myers, 2011). Paul said he and Mark worked alongside each other to formulate this 
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proposal. Their plan was to use the combined symbolic capital and collective agency of 
many players to leverage for better immediate financial compensation: “We said that we 
would all play four regular season games, so we could make some money first. Then we 
would stage a walkout…then the walkout turned into a lockout.”  
Paul spoke to the League during these negotiations and advocated for long-term 
benefits like retirement plans. He says he knew that when it came to money, the League 
“wasn’t going to share anything”. He reasoned that maybe they had a better chance at 
gaining benefits if they negotiated for something other than amplified income—his 
strategy was to “live in the future, but leverage the moment”. When Paul suggested in the 
negotiation meeting that the League consider implementing retirement benefits for 
players, League officials “booed me out of the room”.  
The lockout ended after eight weeks, but the players never even came close to 
achieving their goals. Paul says the reason the lockout ended without any sort of victory 
was because many of the players were in, or approaching, financial deficits. Even though 
NFL players made hundreds of thousands of dollars during even their scrawniest contract 
years, many did not have enough saved to sustain them for more than two months. Many 
of the men Paul played with lived “hand-to-mouth” their whole lives—whether they had 
two dollars in their pocket or two million. He says that a lot of these guys “only went to 
college because they were awarded athletic scholarships for football”. He said the fact 
was, players frequently had no sense of long-term financial management strategies. The 
NFL recognized they could financially outlast the players in the lockout—which is 
exactly what they did. The closest the players ever got to achieving their fiscal goal was 
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back pay for the two months they were on strike. Paul was right, the League was not 
willing to share its revenue—even with the individuals who generated it for them.  
The National Bureau of Economic Research recently published a paper about 
bankruptcy rates among NFL players (Carlson et al, 2015) that supports the experiences 
Paul shared about the financial management abilities of many of his colleagues. Data 
were collected from the years 2000-2013 with a sample size of 892 NFL players. Their 
findings showed that following retirement from the NFL: 1.9% filed bankruptcy by year 
2, and 15.7% filed bankruptcy by year 12. According to a Sports Illustrated article from 
2009 about how and why NFL players go broke, 75% reported severe financial stress due 
to joblessness and divorce by year three of retirement (Torre, 2009). Carlson et al (2015) 
explain the reason for this NFL fiscal trend:  
"The traditional life-cycle model of savings is put to an extreme test when workers 
earn a large amount of their lifetime income in a short burst which ends 
randomly. Players drafted by NFL teams…are in exactly this situation. Players 
with median-length careers earn about $3.2 million in a few years… Having 
played for a long time and having been a successful and well-paid player does not 
provide much protection against the risk of going bankrupt.” 
In addition to a structural economic component, symptoms associated with TBI/CTE may 
also account for the bankruptcy trend. It is possible that fractured interpersonal 
relationships and financial management hardship is also due to cognitive impairment 
from repeated sub/concussions.  
Paul spoke about the culturally violent dynamics between League officials and 
players, saying: “there’s an inside culture—coaches know that the athlete with an 
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invested identity, doesn’t perceive that they have options”. Paul says the League was 
well-aware that many players lacked dynamic understanding about money management 
practices and made biopolitical decisions based on that inequitable structural violence. 
Paul believes that League owners and administrators financially conspired in a way that 
would maximize their income rather than protect players in the future. They did so by 
taking advantage of the fact that many players came from low-income and low-education 
backgrounds, did not earn degrees despite four years in college, and therefore did not 
have tools or training about how to wisely manage their finances. In this way, the League 
integrated its own form of biopolitical decision-making by using financial capital to 
manipulate (through monetary incentives) the immediate gratification that players are 
environmentally accustomed to. The NFL also exercised its biopolitical power by 
choosing not to inform players of the long-term health (physical, emotional, 
psychological) consequences of playing football.  
Paul says he does not think it is the NFL’s responsibility to manage money for its 
players. However, he does feel that the League owes them better health-related 
compensation because of the life-long impacts of the game—especially considering 
recent evidence about football-related sub/concussions, long-term cognitive impairment, 
and other health risks, such as CTE.  
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Education and Demographic Interplay 
In the NFL’s yearly Draft combine, owners assess the strengths and weakness of athletes, 
and select them to teams based on those assessments. One by one, the draft candidates 
from the biggest football-centric colleges, known as “Power-five” schools, ascend the 
stage, and accept a financially non-negotiable NFL contract that League owners agree on 
prior to the draft. The players collect paychecks from team owners—complete with 
bonuses for winning plays like a touchdown or interception. Grandiose (and often 
physically consequential) plays are financially incentivized because they circulate in the 
media in the coming weeks, building the reputation of a player and a team, generating 
revenue for the owner, and circulating popularity of the sport for the NFL empire.  
 Thinking about the athletic icons in the NFL today, I often wonder why they still 
play the game. With the medical information about long-term impacts of concussions and 
CTE, I wonder why they did not just choose a different career, or retire early. I met 
another former player named Jeremy at the same CTE Conference where I first met Paul 
and Mike. Jeremy was a young male in his late 20s who retired in 2017, after playing 
only a handful of seasons for a Florida team in the League. He was attending as a 
participant observer, concerned about his own future and hoping to learn more. I asked 
Jeremy at the end of the Conference about what first drew him to football, and he said: “I 
was an angry kid, and I put that into football”. Paul said something in our interview at 
the café that reminded me of Jeremy’s answer: “Football is an escape, a way out.The 
NFL will use that little hook as a resource to keep people taking risks for the game—to 
‘feed the field.”  
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Paul is from a New England Irish Catholic background. Even without a football 
scholarship, he would have sought a college degree. Unlike the academic experiences of 
many other players, Paul asserted that Boston College (BC) expected high performance 
on the field, and in the classroom. He said Boston College “recruits a very specific kind 
of academic athlete. The integrity of the education is taken very seriously. That’s why 
they have such high graduation rates compared to other popular universities.” This 
piqued my interest—What are the graduation rates of student-athletes? What do these 
numbers have to do with educational levels of players in the NFL? These questions 
sparked my investigation into education rates in the NFL, and how they were indicators 
of larger structural frameworks. Before I could dive into NFL education data, I had to 
first understand the scholastic institutions that the NFL drafted players from.  
A 2018 report on overall college graduation success rates for college football 
players shows a 2% increase from 2017—a change from 77-79% (Study: Graduation Rates 
for Bowl-bound Teams up Slightly, 2018). That number was higher than I expected, so I dug 
into the stratified statistics. The 79% graduation rate was an averaged number that 
included rates for all college divisions—not most popular football-centric universities. I 
needed to find graduation rates from the top football schools only to better understand 
how educational assemblages for college football players translated to foundationally 
violent power structures within the NFL.  
The “Power Five” are the five most football-centric college conferences in 
Division I sports: the Atlantic Coast, Big Ten, Big 12, Pac-12 and Southeastern 
(Brenneman, 2018). Together, the Power Five encompass 65 universities—like LSU, 
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Alabama, Ohio State, Mississippi, and FSU. Many colleges in the Power Five 
conferences have massive embedded financial frameworks solely dedicated to supporting 
their football programs. The NFL draft is almost solely dependent on the Power Five to 
refresh its stock of players each year—making it a structure that feeds on college football 
stars for their athletic abilities, not their educational attributes. The NFL does not care 
about GPAs, and the players—and colleges—are aware of that fact.  
A valuable 2018 report from Shaun Harper—a researcher from University of 
Southern California’s Race and Equity Center—provided the statistics I was looking for 
(Harper 2018). He analyzed Power Five conferences’ average graduation rates, within a 
six-year period, for student-athletes (specifically football and basketball), for the years 
2013-2016. His study showed student-athletes graduated at a 69% rate. Extrapolating the 
numbers showed that Power Five graduation rates trailed the all-division averages by 
10%.  
A disturbing framework I discovered while researching these statistics was the 
substantial disparities in the graduation rates between Black and White student-athletes 
who played football. When separated based on race, the report for all divisions of college 
football exhibited a 17% gap between graduation ratios for Black and White players—
with Black players at 73% and White players at 90%. These conferences supply most of 
the NFL’s population, and I wanted to see how their stratified data matched up with the 
current racial makeup of the NFL.  
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Shaun Harper’s report revealed numerical evidence about intersecting racial and 
educational inequities in Division I college sports—specifically football and basketball 
(2018). His study showed that in Power Five schools, Black men accounted for 2.4% of 
the total (athlete and non-athlete) undergraduate student population—but comprised 55% 
of their football teams. See Figure 12 for Harper’s graph representation of the following 
statistics. The report also showed that in a six-year period, only 55% of Black 
football/basketball athletes graduated with a degree of any kind—compared to 69% of all 
student-athletes, and 76% of all undergraduates (Harper, 2018).  
 
Black players comprise more than half of the football/basketball populations for 
Power Five colleges, even though they only account for a feeble 2.4% of the total student 
Figure 12 : 2013-2016 Average graduation Rates from Power Five Universities 
(Harper, 2018) 
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population. This structurally violent social determinant of racial imbalance shows that 
Black students do not have the same access to these institutions as their non-Black 
counterparts. When they do get the opportunity to enroll, it is based on the athletic talent 
they can provide to the football programs, and not because of their academic merit.  
Based on the stats, it appears that more than half of Power Five football 
scholarships are awarded to Black students. Currently, the odds of a male acquiring a 
college scholarship for any school division based on football athleticism is 43:1. 
Universities offer more athletic grants to football athletes than any other sport, at nearly 
26,000 per year in NCAA and NAIA schools (Morris and Martin, 2019).  
The grim display of racial imbalance at Power Five colleges, and the moderate 
possibility of receiving a financial scholarship in exchange for football athleticism, are 
structurally exploitative displays of power imbalances that underscore embedded social 
frameworks in America. Low-income students are structurally vulnerable because of 
social determinants like race and socioeconomic status. The educational and economic 
opportunities that athletic scholarships represent force low-income parents/guardians, 
who experienced reduced agency, due to structural violence and vulnerability, to make 
tough decisions about allowing their children to participate in youth football programs. 
Despite more than a decade of media coverage about the serious concussion/CTE health 
risks of playing football, rates of low-income children participating in youth leagues have 
increased by 25%, despite a 14.8% decrease overall (Morris and Martin, 2019).  
For families in environments shaped by social forces of structural violence, the 
financial scholarships that colleges extend to talented football athletes offers a potential 
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pathway out of poverty. Families also know that if a child is awarded a scholarship to a 
popular college and plays well for four years, the children may get the opportunity to 
participate in the NFL draft. Low-income parents/guardians—unlike middle- and high-
income parents—may need to factor in more limited educational and employment 
opportunities, and the dangers associated with them (e.g. concussions), within larger risk 
assessment frameworks that include additional structural violence in the forms of 
poverty, crime, and poor education systems. 
Here is where education, race, and the NFL intersect. Though professional 
football is indeed a path out of poverty for some, the larger cultural question is: why are 
Black men afforded access to Power Five universities only when they have an athletic 
ability to offer the university? The answer to this question feeds back into concepts of 
structural violence and social perceptions of race, ability, and social status.  
 
NFL Demographics 
Clinical observations have identified Football players as a high-risk population for 
sustaining repeated sub/concussions and potentially developing CTE. This designation, in 
conjunction with the disproportionate numbers of Black athletes in Power Five football 
programs, and then drafted to NFL rosters, translates the NFL socio-medical concussion 
crisis into a simultaneous racial problem.  
In expected unison with the 55% rate of Black football student-athletes who 
graduate with a degree, about 50% of NFL players earn college degrees (Hickman, 2019). 
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Like the Power Five, each race is not equally represented in the NFL—Black males 
comprise about 68%, Whites about 28%, and Pacific Islanders combined with 
Other/Unknown make up the final 4% (Gertz, 2017). I used population-wide US Census 
Bureau racial data for males for the same year (2016) for comparison to NFL 
demographics.  
The NFL data only included: Black, White, Pacific Islander, and 
Other/Unknown—therefore I used the same parameters when categorizing the US census 
statistics. I categorized any race/ ethnicity not under the preexisting NFL classifications 
as other/unknown. Based on this US data set, Black males make up 6.5% of the overall 
population, White males are 36.8%, Pacific Islander are .10%, and Other/ Unknown are 
6.9%. See Figure 13 for a comparative graph representation.  
68
28
1.5 2.76.5
36.8
0.1 6.9010
2030
4050
6070
8090
100
Black White Pacific	Islander Oher/	Unknown
Comparative	Demographic	Data	for	US	Male	and	NFL	Populations	in	2016NFL	Census US	Male	Census
Figure 13 :Comparative Demographic Data for Overall US Male Population and Overall 
NFL Population (Gertz, 2017; U.S. Census Bureau 2016; 2018) 
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Based on these two data sets, I found the ratio of Black males in the NFL total 
population substantially imbalanced when compared to the US Census. Though only 6% 
of the overall US population, Black males comprised approximately 70% of NFL players.  
Even when Black student athletes make it to the NFL, there are still structural 
imbalances that place them at higher risk than White players. Further stratification of 
League population data reveals a second racial health inequity related to the football 
positions that Black males play versus White males. The positions theoretically at lowest 
risk for sustaining repeated concussions over their careers are kickers, punters, and 
quarterbacks. These lower-risk positions are filled by nearly 30% of the NFL’s White 
players (Moore, 2015).  
During the 2016 season, none of the thirty-two leagues featured a White player in 
a running position (Reid and McManus, 2018). A social concept called “centrality” 
explains how positions that handle the football the most during games operate in the most 
central (important) positions (Edwards, 1980). The positions that handle the ball the most 
are quarterbacks and centers—White males comprise approximately 80% of both 
positions. Only five of thirty-two starting quarterbacks in the 2017 season were Black, 
vastly underrepresenting the overall nearly 70% NFL population. This suggests that even 
in a game played predominantly by Black men, the systematic structure of the game still 
centers around quarterbacks—who overrepresent the 28% White minority.  
Additionally, the demographics of NFL owners, coaches, and administration 
portray significant racial interplay with dynamic power structures (Sonnad, 2018). Only 
28% of NFL players identify as White. In contrast, nearly 80% of League administrative 
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officials and head coaches, and 100% of CEOs and owners, identify as such. As Figure 
14 shows, the racial representation of Black players diminishes as non-Black power 
structures in the NFL increase. This graph is a symbolic representation of the structured 
nature of the NFL in which White males are predominately the ones making biopolitical 
decisions that affect mainly Black players. An atrocious American legacy of racial power 
imbalances embedded within cultural structures now translates into the power dynamics 
apparent in a football entertainment industry—one that poses serious risk for long-term 
cognitive impacts.  
 
Language 
Further exposing these structural inequities is a 2014 study using scouting reports from 
NFL, CBS, and ESPN (Fischer-Baum et al, 2014). This study unpacked differences in the 
language that NFL administration and operational decision-makers utilize when talking 
about White and Black players. The words were calculated by number of appearances per 
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Figure 14 :Race Rates for Differential NFL Power Structures (Sonnad, 2018) 
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10,000 words. For example, of the language officials used most when evaluating the NFL 
potential of the 99 White players and 288 Black players at the draft that year, “Leader” 
reportedly appeared 7.5 times per 10,000 words about White males, compared to only 3.4 
times for Black males. Figure 15 is a graphic representation of the notion that character 
described in hegemonic NFL settings is based on skin color.  
 
Language matters. Words that denote hostile, insubordinate, or troublesome attributes 
are distasteful to (White) officials because they translationally represent potential that a 
player will be difficult to manage. These subjugating words were used when talking 
about Black football candidates at more than two times the rate of White candidates in all 
three implicitly negative categories. Correspondingly, how NFL decision-makers did not 
talk about Black players also demonstrates the influence of institutional hegemonic 
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Figure 15 :Language and Race at the 2014 NFL Draft (Fischer-Baum et al, 2014) 
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constructs concerning race. For White competitors—who were outnumbered by Black 
candidates nearly 3:1—the most used words extolled positive traits, like leadership ability 
and cognitive aptitude (Fischer-Baum et al, 2014).  
This institutional language about the regulation of Black and White male bodies 
translates to the centrality of the game and the positions that both races fill on the field. 
Who needs to be the leader? The quarterback, a position predominantly filled by a White 
male. Who needs to be more aggressive? The defensive cornerback, a position that is 
filled performantly by Black males.  
Before Black and White players are formally inducted to NFL rosters, they are 
labeled with language that reflects less about the character of the inductees, and more 
about the structurally violent elements of NFL culture and decision-making policies of 
influential officials. These educational and linguistic studies expose the racial undertones 
that govern Football subculture but are born of American culture. These disproportionate 
racial roles in the power structures of physically vulnerable environments endanger the 
health of football players—specifically those who are Black.  
This racial disenfranchisement has dangerous biopolitical ramifications for the 
players—especially considering the dangerous consequences of sustaining repeated 
sub/concussions. If League leadership—mostly wealthy White men—are responsible for 
making decisions about health and safety protocols that carry short and long-term 
consequences for—mostly Black—players, can they be trusted to make the same decision 
that they would if the players were also mostly White? Or is it easier to expend physical 
human bodies for entertainment value when they have no adequate representation, or 
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power, to reject decisions that negatively impact their health? As evidenced in past NFL 
strikes and lockouts, the opulent economic component of the Football industry enables 
the League to employ their institutional hegemonic power to inequitably silence the 
concerns of players of color, by exploiting structural violences that have taught them only 
how to live “hand-to-mouth”. I think about Paul’s comment: 
“Football is an escape, a way out,  
the NFL will use that little hook as a resource  
to keep people taking risks for the game, 
 to ‘feed the field”. 
  The League silently leverages the allure of wealth and popularity, in exchange for 
the bodily sacrifice of players; players that they know will all eventually be consumed by 
the field. Paul told me that the NFL gives players five years of medical insurance 
coverage—but only after they play for three years. With an average Football career of 3.3 
years, most players never qualify (Statista, 2019). It appears the League examined their 
own statistics and structured their healthcare laws around what was economically 
sensible for them as an industry—instead of what would benefit players. Even if a player 
participates in the League long enough to qualify for a five-year NFL healthcare plan, it 
is a benefit that does not prevent concussions in the short-term, or the potential 
development of CTE in the long-term. 
 The bodies of players are swiftly swallowed up by the ravenous field—one by one—as 
their youth and mental functions expire. It is better for the League, financially, if players 
do not play for more than 3 seasons—it means the NFL has no contractual responsibility 
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to provide adequate health insurance long-term. Losing players at such high rates seems 
counterproductive to the goal of maintaining cultural popularity; but then I remember—
by the time the next NFL season dawns, there will be a whole new crop of collegiate 
players to “feed the field”.  
 At first, players are the glorious and talented warriors who use their bodies as weapons 
on the field to achieve success for themselves, and for the NFL. When their physical 
forms depreciate, they become the weakened gladiators the League casts aside—losing 
most of their glory-day social capital, with no college degree, waiting anxiously for 
uncertain diagnoses about their declining health. This gloomy depiction evokes a similar 
image of military soldiers who return home from war. The differences between the two is 
that veterans maintain their social and cultural capital as heroes and warriors post-service, 
and the GI bill affords them the opportunity to attend college if they choose to do so.  
 
Medical Identity of Football Players 
I definitely know I have it. I’m going to [test positive for] CTE. I don’t need a test.  
Is it going to tell me how much I have? We play a physical sport, man.  
Humans are not made to run into each other. 
—Artie Burns, Pittsburgh Steelers cornerback (Bishop, 2017) 
 
Contemporary research established a connection between repeated head and neck injury 
and developing long-term cognitive impairment. The most infamous contemporary 
example of this research is the link between football-related sub/concussions and CTE 
(McKee et al, 2012). The neurodegenerative nature of CTE interacts with the physical 
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body, but also collides with the psyche—the ephemeral site of lifeworld, identity, and 
agency.  
For the better part of the 20th and 21st centuries, football players existed in the public 
imagination in ways that have been discussed in the first half of this chapter. When 
someone mentions the NFL or Football, maybe you imagine your favorite player, from 
your beloved team, dressed in game-day attire, holding his helmet, with the mouthguard 
dangling from it in one hand, and standing in his color-coordinated cleats on the Kelly-
green turf of the home stadium. One thing is for sure—you imagined a male, or at least, a 
male figure.  
The most basic criterion for eligibility to play in the NFL is that one must be 
male. While this may not be stated explicitly in any written by-lines or protocols, it is a 
well-founded principle. Football is a rough game, made up of men who are bigger, faster, 
and stronger than average. In fact, the statistical “average” has changed significantly over 
time. NFL players are now even bigger, faster, and stronger than their predecessors. 
These biological changes, attributable to reasons that are beyond the scope of this paper, 
have undoubtedly contributed to the debilitating physical impacts that take place in 
games, and likely have long-term consequences. The nature of football is physical 
contact. It happens in every practice and game. Dr. Robert Stern quantified that on 
average, impacts occur at 20G or more—the equivalent of a car crashing into a brick wall 
at 35mph (PBS, 2014).  
NFL players are the embodiment of youthful athleticism and success in a capitalistic 
culture. Embodiment refers to the physical inculcation of imagined values (Bourdieu, 
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1985). In the case of football players, they are the physical symbol of American ideals 
surrounding achievement of the infamous ‘American Dream’; but this is an ascribed 
embodiment. Football players also embody a different kind of experience, one that 
deviates from idyllic, ephemeral social concepts. They also embody the lived experiences 
of accumulated concussions and subconcussions that are associated with deterioration of 
brain matter, buildup of tau proteins outside their natural location, and the neurologically 
degenerative disease now known as CTE. It is former NFL Football players whose post-
mortem brains fill the bio freezers of labs of researchers like Dr. Omalu and Dr. McKee.  
Colin Cowherd, a popular American sports broadcaster, summarized social thought 
on CTE in one of his radio show broadcasts (Cowherd, 2015):  
“If somebody wants to take something that we love—we just freak out. 
Kill the messenger! 
Instead of taking a deep breath and just going, 
(*Inhales deeply and exhales dramatically*) 
…anybody got a point here?” 
It is this attitude about football, and all the American ideals that is represents, that has 
benefitted institutional biopolitical decisions and suppressed the valid injury experiences 
of players.  
 
Athletic Victimization 
Because players are financially compensated for their participation in a notoriously 
violent sport like Football, the notion of them as “victims” does not exactly resonate. 
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Identifying football players as victims goes against culturally held beliefs about 
professional athletes as superhuman beings. Like any other agent existing inside a larger 
political and cultural framework, football players are subject to animation by, and 
influence of, overarching hegemonic structures emanating from American culture and 
expectations.  
A better exploration into this curious subjectivity is a real-life example of athletic 
victimization. It was a 2003 regular season game between the Jets and the Giants, and the 
New York Jets team doctor and mTBI Committee chairman, Dr. Elliot Pellman, sent 
receiver Wayne Chrebet back into the game after completely losing consciousness on the 
field due to a collision (Keating, 2006): 
“‘There's going to be some controversy about you going back to play.’ 
 
Elliot Pellman looks Wayne Chrebet in the eye in the fourth quarter of a tight 
game, Jets vs. Giants on Nov. 2, 2003, at the Meadowlands.  
A knee to the back of the head knocked Chrebet stone-cold unconscious a quarter 
earlier, and now the Jets' team doctor is putting the wideout through a series of 
mental tests.  
Pellman knows Chrebet has suffered a concussion, 
 but the player is performing adequately on standard memory exercises. 
‘This is very important for you,’ 
the portly physician tells the local hero, as was later reported in the New York 
Daily News.  
‘This is very important for your career.’ 
Then he asks, 
‘Are you okay?’ 
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When Chrebet replies,  
‘I'm fine,’ 
Pellman sends him back in.” 
In 2003, the Concussion Protocol guidelines were still subjected to coaching overrides 
and blatant defiance. In the case of Wayne Chrebet, no coaching override of protocol was 
necessary, the team doctor willingly ignored it anyway—but this is an expected outcome 
from a professional who is leading studies examining associations between TBI and 
football, but has actively denied links between the two. In the most recent NFL seasons 
more than a decade later, not much has changed (Sideline Scores, 2018).  
Football players have been identified by Dr. Omalu and Dr. McKee as high-risk 
for developing CTE in their lifetime, because of repeated injuries to the head and neck. 
Specifically, for NFL players, the consequences of neurotrauma were actively concealed 
by the NFL for an undisclosed amount of time—as Commissioner Roger Goodell 
reminds us, “There was no admission of guilt. There was no recognition that anything 
was caused by football” (PBS, 2014). Because of the agreement to settle the lawsuit, a 
public admission of exactly how they went about misleading their players about the 
damaging effects of hits to the head may never be disclosed. These professional athletes 
are victims of structural violence that emanated from informed biopolitical decisions 
made by institutional hegemonic leadership about the value of their symbolic bodies. 
This is an unencumbered representation of when biology becomes political.  
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Socio-Medical Economy of CTE  
A 2016 New York Times article titled, “The N.F.L.’s Tragic C.T.E Roll Call” listed 46 
deceased players—many of whom died tragically—that have since been diagnosed with 
CTE. The article begins with Mike Webster. Mike was an offensive lineman for the 
Pittsburgh Steelers during 4 Super Bowl championships. He competed in the 1970s and 
1980s, amounting to a 17-year NFL career, playing 177 consecutive games (Augustyn, 
2018; New York Times, 2016). The article mentions 45 other prominent players—like Ken 
Stabler, Junior Seau, Frank Gifford, Andre Waters, Tom McHale, and Ray Easterling—
many of whom made NFL history with their boisterous personalities, impressive stats, 
and symbolized quintessential athleticism.  
Next to Webster, the most recognized name is Dave Duerson. Duerson’s ex-wife 
Alicia reports that he suffered from indicators of decline in cognition, executive 
functioning, and general health—like trouble remembering names, difficulty managing 
money, blurred vision, and pain. Eventually, he lost his home and his business, and pled 
guilty to a domestic-battery charge. In 2011, at just 50 years of age, Dave Duerson shot 
himself in the chest—but just before that act, he left a carefully written note, in all capital 
letters, that read:  
“PLEASE, 
SEE THAT MY BRAIN IS 
GIVEN TO THE N.F.L.’S BRAIN BANK.” 
Dave Duerson is one of many players who died tragically and was later diagnosed with 
CTE. Like many of the others, he knew something was not right with his mind, and his 
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note suggests that he suspected his football career was the cause of his invisible struggles. 
In the next chapter, I will explore the narratives of family members who deal with loved 
ones that suspect they may have/ had CTE.  
 
Masculinity, Identity, and the Sick Role 
Many iconic former players—like Junior Seau, Mike Webster, and Dave Duerson—
tragically took their lives after retiring from the game and the League. The symptoms that 
they experienced, but could not identify, and were not encouraged to discuss openly, have 
been linked to their suicides. Their families recognized abrupt changes in their 
personhood, saying similar things like “he just wasn’t himself anymore” or “that’s not the 
man that I knew for so many years” (Augustyn, 2018; New York Times, 2016).  
Mike Adamle shared his feelings about the NFL as a panel speaker at the 3rd 
annual CTE conference (2018):  
The league doesn’t care about us- and we’ve suffered.  
They don’t care about the people who have made the game special. 
Football is your identity until you’re done playing, then, what are you? 
You are what you embody as an athlete and when you pull the ripcord and what 
are you?  
What do you have? 
What pisses me off is that when a player is done, 27-31 years old, and their career 
is over and what do they have to fall back on? 
 It’s starting all over again. 
Paul, a speaker on the same panel, added:  
 We’re angry at the NFL—we were the slaves in Egypt that built the pyramids. 
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  They’ve now been erected and they discarded all our effort and goodwill  
 of the great game that it is.  
 That said—the league is projecting 16 billion in annual revenue.  
 They’re a marketing machine. 
 
As culturally formed symbols, Football players are supposed to be masculine, 
tough, and impermeable. These attributes counteract the vulnerability needed to be honest 
with a family member, friend, or care-provider about bodily sensations that do not seem 
or feel normal, even if they are recognizable and have persisted for years. With 
encouragement from NFL athletic/medical staff to “play through the pain”, inhabiting the 
“sick role”, a concept that motivates individuals to recognize bodily deficiencies and seek 
care, is a foreign feeling (Mechanic and Volkhart, 1961).  
 Anthropologist Cameron Hay expanded on this concept of sick role by drawing 
attention to ‘sensations ‘as bodily implications that we are well, or, that we are sick. He 
wrote that “Experiences of suffering demand explanation” (2008). Healthcare providers 
conduct a practical battery of questions to distinguish between the everyday pains that 
come with having a human body, and more medicalized pains that are anomalous. For 
Football players, this dichotomous scale is essentially irrelevant. Their life-history of 
engaging in contact sports like football, which progress to a collegiate and professional 
level, means that what constitutes an ‘ordinary’ body pain for them, would register as 
abnormal on a non-professional athlete scale.  
 These daily body sensations, aches, and pains must be overlooked when 
competing in the NFL. Muscle soreness, joint pain, and neurological discomforts like 
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headaches or ringing ears come with the territory of violence and collisions. This is not 
unlike the imperative the soldiers feel to keep pushing forward regardless of pain and 
injury—although their reasons for doing so represent a more immediate life and death 
threat for themselves and their fellow soldiers.  
As discussed in the background chapter, many symptoms of TBI/concussions are 
also easily attributable to other illness that can be as simple as insomnia or dehydration. 
These symptoms are easy to downplay in an NFL setting, but can persist in the lives of 
players beyond their competitive years and never be properly diagnosed.  
 A shift in more than just NFL policy and protocol is urgent, but also in athletic 
culture as a whole. The legal acknowledgement of head injuries and their ramifications 
by the NFL in 2016 (New York Times, 2016) now means that players’ contracts are created 
in a way that ensures the League will not be responsible for covering payouts like the 
class-action lawsuit ever again. Contrastingly, the VA was created as an entity that could 
provide healthcare for veterans’ physical and mental health conditions, and provide 
monetary compensation for service-connected disabilities.  
Current NFL players are now explicitly excluded from receiving compensation at 
any point in their lives for neurological deterioration. These new realities are engulfing 
players and their families with questions about how they experience injuries, how to 
report them, and what happens biologically during and after their NFL career. A shift 
from a culture of suppression, to a culture of encouragement and preservation, is the 
transformation that players need from the NFL system.  
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The social popularity of the mediatized “Concussion Crisis”, and the amounts of 
money and number of brains that have been donated specifically for its research, have 
encouraged many players to speak up about symptoms that they now recognize as 
potential indicators of CTE—players like former running back Mike Adamle. Mike was 
invited as a panelist at the CTE Conference because he is currently battling a diagnosis of 
‘probable CTE’. Following his life-long positive mindset, he proclaims himself as the 
“poster child living with CTE”. He and his wife Kim have dedicated their life to 
spreading awareness, and hope, about living with a possible or probable CTE diagnosis. 
Social legitimation of this medical phenomenon will likely continue to provide a space 
for players who are suffering to speak up—without damaging repercussions to their 
identity as legendary Football players and athletes, but rather, with understanding that it 
is in part because of this socially empowered identity that they are suffering.  
 
Conclusion 
The culmination of cultural, physical, and structural violences impacting players inform 
the broader public about the NFL’s subtle but important message—that Football bodies 
are expendable. The very figures of men who toil for the League and its revenue are the 
prime resource upon which the NFL entertainment engine thrives. Their bodies are 
bargaining chips for the 32 teams that draft them, sign them, pay them, trade them, and 
cut them. The bioethics of this responsibility have been grossly devalued within the 
administrative structures of the League. The poor supervision of care and education 
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concerning the commonplace, but consequential, head and neck injuries that players 
endure is evidence of just how little meaning the NFL ascribes to their players’ bodies 
and lives.  
The League is guilty of mismanaging injuries, and misleading players, but the 
general American public is also partially to blame. Like anthropologist Margaret Lock 
noted, violence is certainly an attribute of a larger hegemonic culture, especially in the 
realm of American sports. Fans consume media of all kinds about NFL players. Their 
thirst for information concerning these athletic icons fuels the contemporary media 
machine. Without the allegiance of its fans, popular entertainment networks would not 
continue to sign contracts with the NFL, and the sport would not have developed into the 
lucrative enterprise it is today without viewership. America’s cultural thirst for violence, 
and reluctance to give up football rituals, is part of the reason the League was able to 
subdue scientific evidence about the long-term ramifications of repeated concussive 
injuries.  
It appears the celebrated violence that has made its way into the social spotlight is 
the same violence that may lead to the demise of an NFL dynasty. Mediatization 
continues to inform the public about the nature of concussions and CTE and its dangerous 
ramifications for not just players, but for their families as well. Many of the players 
(fathers, husbands, sons, brothers and uncles) who suffer from CTE die during middle-
age, in tragic ways—like drinking anti-freeze, shooting themselves in the head and chest, 
or overdosing on prescription medications or illegal substances (Bahk, 2016). The impact 
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of losing a loved one affects the family for a lifetime—but losing a loved one in such 
violent ways arguably compounds the psychological shock of an already dreadful 
emotional event. I wonder, how can the NFL—or any institution—ever possibly 
compensate the experience of living with things like fractured identity, living with 
profound cognitive impairment, or losing a father?  
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CHAPTER FIVE:  CULTURAL VICTIMIZATION: US MILITARY VETERANS  
 
EXPLORING INTERSECTIONS BETWEEN VETERANS, STRUCTURAL 
VIOLENCE, AND THE MEDIATIZATION OF SUB/CONCUSSIONS & CTE 
 
 
“I never told my my joes like, ‘don't get help’, but it- it's like if he comes and he's like ‘oh 
I feel a little sick today’ I'm like ‘Dude, if you want to go to sick hall, go ahead. But my 
recommendation is start doing stuff until you collapse. And when you collapse I will take 
you to a hospital’. And then there's like, everybody will be like, ‘Yeah dude he, he pushed 
until he fell, he pushed until he dropped’. Nobody will ever look down on you for that.” 
—Aaron, Air Infantryman (Fieldnotes, November, 2018) 
 
  
Figure 16 : Marine Cpl. Chris McNair--Afghanistan 
2011-12 (National Geographic, 2015) 
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Arguments  
Military soldiers and veterans have long been a subject of discussion in the media. In this 
chapter, I use Meyen et al’s (2013) analytical theory of mass mediatization as both a 
driving force for social change. An example of this is especially relevant in times of war, 
when political propaganda like posters and flyers confer overtly gendered messages about 
the masculine nature of military service, the need for more troops, or the opportunities 
that military service presents. Today, many commercials, brochures, and recruitment 
photos of service members predominantly show images of males in uniform, attending 
college, or enlisting at local recruitment centers. These constructs, disseminated in 
contemporary media, continue to support hegemonically constructed roles of gender, 
masculinity, and general acceptance of wartime as part of culture.  
I argue that the icon of the soldier as the American hero is an embedded ideation 
in American culture. The debt citizens owe to military soldiers for protecting their 
freedoms is a message readily consumed by the public. This image contrasts with the 
football star in meaning, but is similar in features of celebrity and masculinity. The 
hyper-masculine nature of the military serves a different purpose than it does for the 
NFL. For soldiers, ideals of strength, tenacity, and endurance contribute to modes of 
survival in combat zones.  
For NFL players, mediatization has served to disseminate information about 
concussions and CTE and how it impacts them and their families. I argue that for 
veterans, mediatization about the TBI/CTE-related suffering of the American hero has 
functioned to achieve the same socio-medical legitimation. 
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In many of the same ways, social determinants also lead individuals to choose the 
military as a pathway out of low socioeconomic status because in comparison with few 
other options, military service holds the most promise for upward mobility in the future. 
The most significant difference between military service and an NFL career is supported 
and funded healthcare during and after contracts end. President Lincoln established the 
VA with the sole purpose of caring for “him who shall have borne the battle, and for his 
widow, and his orphan” (https://www.va.gov/about_va/mission.asp). The VA is 
committed to this mission and fulfills it by providing care to veterans and their families 
as well as conducting research on ways to improve care.  
 
My Positionality 
I worked with the longitudinal mTBI study as an intern for a year and a half. There were 
four other people on my team there, including the Principal Investigator. The mission and 
responsibilities of the research study aligned perfectly with my personal curiosity and 
graduate school interest—it felt like a perfect fit. I enjoyed going to the VA site, 
especially over the summer when I was able to go consecutive days each week for longer 
hours. My experience was different with every team and veteran participant encounter. 
This kept me interested to learn everything I could about the study so I would be prepared 
to answer questions that veteran participants may ask.  
 During my internship, I spent over 400 hours filling out VA paperwork, learning 
administrative and study protocols, taking classes to get credentialed for research, 
learning the administrative frameworks for data entry, practicing and filming study 
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procedures, crafting my own BU and VA approved IRB, observing participant 
encounters, and conducting over 25 Baseline or follow up visits with veteran participants 
for the mTBI study. From this parent study, I was able to craft a sub study that allowed 
me to use my own open-ended questionnaire for interviews. This format allowed me to 
ask the veterans I recruited from the mTBI study similar, but more qualitative questions 
about their brain-related health, military and life experiences, and sports related history.  
 I recruited seven veterans total for my sub study. They all identified as male, and 
represented three military branches—Army, Navy, and Marines. I use pseudonyms for all 
seven veterans to protect their identities. Because of the mTBI study, I had some 
experience spending long days interviewing and testing veterans and I felt comfortable 
doing so—but in these shorter interviews that were specific to my own research, I felt 
much more nervous.  
 I used the same lab room that we used for mTBI study participants, so it felt familiar 
for me and for the returning veteran participant. I think this helped us both feel a little 
more at ease form the start. I would meet them in the lobby the way we usually met 
participants, and we would walk together to take the elevators to the 11th floor room. 
Small talk on this short journey from lobby to lab was customary, and usually revolved 
around topics like traffic in the city or the colorful fall weather outside. I felt most 
nervous when we first sat down at the rolling table in the lab to start the interview. My 
perception of myself was how silly I must look in my round glasses and casual clothing, 
shuffling through my purse that doubled as a file holder to retrieve the ten-page 
questionnaire from my sparkly folders. I would put the recorder on the table, pull out a 
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pen or pencil, and ask if they needed to use the restroom or needed water before the start 
of the interview.  
 The participants were all very kind and patient with me as I set up and when I asked 
questions. They were used to being subjects of military-related research, and the time it 
took to prep for an interview was nothing out of the ordinary for them. I however, felt 
pressure to hurry things along, make wise use of their time, and appear humble about 
military-related topics but interested to know what they had to share with me. I reviewed 
all their VA and mTBI study files before meeting them so that I had some information on 
their head and neck injury experiences and comorbid health conditions.  
 At twenty-four years old, five foot four inches, blonde, and one hundred and twenty 
pounds, I felt as though they must see me as some ridiculous civilian graduate student 
who was way outside her lane trying to discuss combat and military life—what place did 
I have asking personal questions about their most traumatic injury experiences? If any of 
them actually did feel this way, it was not apparent to me; each one treated me with the 
same kindness, respect, and gratitude that I felt for them and the time they volunteered to 
be a part of my unpaid sub study.  
 On one of the occasions where I was absent for a mTBI study follow-up visit, on my 
behalf, one of my colleagues asked a participant—I nicknamed him ‘Mason’—if he 
would consider participating in my study as well. Mason’s question to her was, “Is she 
getting paid to do her study?”. When my colleague replied that no, I was an intern from 
BUSM working on my master’s thesis, he said to her, “Alright then. If she’s not getting 
paid then I’ll do it.” I had not worked with Mason before; he was my second sub study 
  
 114 
interview. He stayed late after a full day of testing to be a part of my research—he arrived 
early that morning for the mTBI study and left the VA around 9pm, with an hour drive 
home still ahead of him. When I asked what motivated him to participate in the study, he 
reiterated that because I was not getting paid, and it was for school, he wanted to help by 
volunteering. Despite all the frustrating political tangles at the VA, it is experiences like 
these that for me, make working with veterans a privilege.  
 
Mr. America 
Who is the American hero? What is the American dream? Is the American hero the one 
who achieves the American Dream? Centuries ago, explorer-told tales of fountains of 
youth, unfamiliar peoples, and abundant land exposed to opportunities for boundless 
ingenuity sparked massive waves of immigration to the ‘New World’. The opportunity to 
pioneer an overseas space, far from the heavy hand of the motherlands, culminated in a 
chance for complete social liberty as a cornerstone of new world identity. Foreign fathers 
made choices to leave their families behind, or risk taking them on the journey across 
oceans—all for a chance to have just one sip from the cup of freedom that North America 
sumptuously held. The promise of a cure for insatiable curiosity and the promise of 
boundless trade opportunities beckoned foreigners in by the thousands. This is the 
American dream: opportunity, success, freedom.  
 The American dream is perhaps just as globally enticing today as it was then. In 
the broadest sense, it means financial and social success; but the tangible meanings are 
subject to individual interpretation. Those who achieve their ideation of what that dream 
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is may very well consider themselves heroes; but personal fulfillment of the role is 
contrary to the embedded cultural narrative about who the emblemized American hero 
is—it is not a role we fill ourselves, but a role that others place us into.  
But, the US is not a utopian society. Americans cannot expect to have the benefits 
of the American Dream without risk, sacrifice, and hardship. These are the costs that 
must be paid, and those who pledge their bodies and minds to the military are the ones 
who pay them for the rest of the society. Therefore, the culturally iconized “American 
hero” is not the man who achieves the American Dream by gaining wealth and success, 
but it is the man who has donated/sacrificed his time, body, and mind in service of his 
country. In the civilian mind, the true American hero is the military soldier—a figure 
often constructed as a man, in dignified military uniform with a stoic, emotionless face, 
and perfect posture. He is less a symbol of who he is as a person, and more a symbol of 
his country as a united power.  
 The contemporary sociopolitical reality of American “war heroes” results in 
symbolic violence against, and victimization of, the injured (physically, emotionally, and 
morally) veteran body. In the same way that structurally violent cultural expectations 
surrounding Football players have victimized those athletes, conceptions about military 
veterans have likewise caused symbolic violence and victimization of the injured veteran 
body.  
Military culture is political. US leaders influence and ordain institutionally 
formed philosophies that produce political under/overtones in military culture by 
changing one’s personhood by breaking down individual identity—replacing it with a 
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predetermined, shared lifeworld. Thinking back to the chapter on NFL players, Desjarlais 
and Throop (2011) explain ‘lifeworld’ as the practical and familiar world of the everyday 
life. The structural violence of military philosophies that diminish individual personhood, 
and increase conglomerated group identity, influence the dynamic nature of soldierly 
lifeworlds culturally, structurally, and politically (Galtung, 1990). The military is its own 
culture; in times of war, it produces states, societies, and individuals as much as those 
entities create war itself (Bashum, 2016).  
 
Contemporary Hegemonic Interplay with TBI/ CTE 
TBI and CTE are relevant medical concerns for both military veteran and NFL player 
populations. As it stands today, the respective governing organizations for each have 
officially recognized this fact—however, this was not always the case. The US 
government and taxpayer-funded VA has a responsibility to serve the veteran population, 
while the NFL has no such obligation to their players. Perhaps this factor partially 
explains their opposite reactions in the 1990s and early 2000s to research concerning the 
negative long-term ramifications of head and neck injury.  
 
Congress and Military Action  
Soldiers and veterans have reported problems with cognition as early as World War I—
referred to at the time as “shell shock” (Jones et. al, 2007). The symptoms that soldiers 
complained of more than a century ago are now associated with mild, moderate, and 
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severe TBI. Despite a long history of symptom identification, these field complaints were 
not politically, socially, or clinically legitimized until nearly a century later. Many 
Americans attributed soldiers’ shell shock complaints to emasculating traits like 
weakness, fear, or cowardice (Hoge 2010; Finley, 2012:Ch 5).   
A 2007 Congressional report titled, “Servicemembers Seamless Transition into 
Civilian Life: The Heroes Return” underscored specific statistical connections between 
TBI incidence and military soldiers, emphasizing them as an at-risk population (U.S. 
Congress, 2007). The rise in military-related TBI incidence during the Iraq and 
Afghanistan wars (ongoing since 2001 and 2003 correspondingly) earned it a title as the 
“signature wound of the Iraq and Afghanistan wars” (Martin et al, 2008). The formal 
Congressional authorization of funds for designated VA research and treatment 
functioned hegemonically to recognize (and therefore, authoritatively legitimize) the 
suffering of military veterans experiencing TBI symptoms. It also signified veteran 
eligibility of persistent TBI symptoms for VA service-connected disability 
compensation—which worked to further create a legitimized biomedical space for injury 
suffering to exist.  
The Congressional action to include TBI as an eligible diagnosis for military 
compensation parallels the 1980 American Psychiatric Association’s socio-politically 
influenced decision to include Posttraumatic Stress Disorder (PTSD) in the DSM-III as a 
diagnosis following the Vietnam War (Finley, 2012: Ch 5). The formal diagnostic 
inclusion legitimized PTSD suffering as a mental health illness for Vietnam Veterans—
thereby creating a socio-medical category to which ailing veterans could belong. The 
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hegemonic legitimation of TBI was significant for the world of military healthcare and by 
2010, TBI screenings were commonplace in the Veterans Health Administration (VHA) 
for Veterans who accessed care (Hoge, 2010: Ch 5; Finley, 2012:98). In 2015, another 
Congressional hearing discussed the specific expectations of the VHA for Veterans who 
experienced TBI, which worked to streamline care across VA sites (U.S Congress, 2015; 
Dillahunt-Aspillaga and Powell-Cope, 2018).  
 
Biological Citizens  
We are all biological citizens of our country in the sense that our physical bodies exist 
within the country of our citizenship (Petryna, 2002). When we are born and receive a 
birth certificate, we become registered biological citizens of that place. For those who 
choose to enlist in the military, they are choosing a voluntary registration of biological 
submission to the rules, regulations, and obligations of their term of service. It is obvious 
that enlisting in the military requires volunteering one’s body for service, but what is less 
obvious, is that the mind is part of the body, and often suffers in both physical and 
psychological ways that invisibly impact the social body—family, friends, and personal 
perception of one’s identity in society. 
TBI is inherently (but not exclusively) bound to cultures of competition and war. 
Whether it is the Green Bay Packers in an age-old divisional championship game against 
the Chicago Bears, or the Marine Corps special forces carrying out a highly classified 
mission in ISIS enemy territory, the foundational tenets of the cultures are the same—it is 
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the protagonist against the antagonist. Which characters play which role all depends on 
who you ask. 
In my fieldwork with the VA research lab, veterans volunteered their bodies for 
government use through participation in the longitudinal mTBI research study. They 
volunteer their time, their cognitive abilities, their patience, emotions, minds, and 
traumatic memories for research that seeks to better understand long-term effects of TBI. 
Even post-military contract, these veterans continue to serve their country and their 
fellow soldiers who have experienced combat and may have incurred multiple TBIs and 
other physical/ psychological traumas.  
This is the military “habitus”, a term Bourdieu explains as collinear realities of 
individual subjectivity (conscious awareness and subconscious unawareness) and societal 
objectivity (cultural, institutional, and political influence) (Swartz, 1997). Habitus is a 
combination of intentional and unintentional behaviors that individuals learn and carry 
with them in life. A simple example is the unconscious behavior of keeping one’s elbows 
off the dinner table—a habit your mother may have reprimanded you for in childhood, 
and is now an unconscious behavior. A military example is the learned behavior (habitus) 
of checking every corner when moving inside a building, or adhering to the mantra of 
“leaving no man behind”, to ensure the safety of yourself and others. This habitus is 
learned in basic training camp and becomes unconscious and ingrained as it is practiced 
in the war zone. This habitus then carries over into the civilian realm, and can be difficult 
to unlearn.  
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My final question in the semi structured interviews was always “what motivated you 
to participate in this interview?”. The participants echoed similar sentiments about 
helping one another as veterans, and the importance of research in achieving that goal:  
 
I want to help out the veteran community and anybody honestly as much as I can. 
 – Aaron 
 
Honestly, I just see a lot of my veteran friends goin through a lot of different difficult 
situations. So, anything I can do to help, you know, I wanna do that.  
–Tae 
 
I believe that this is actually meaningful. 
–McCarthy 
 
America lionizes members of the military for their heroism and commitment to service. 
Soldiers create bonds with one another through shared experiences from basic training to 
deployment, bonds that often last a lifetime. It is this commitment to each other, a habitus 
learned in military service, that continues after their term of service has concluded, and 
they separate from active duty and enter veteran status. They access their shared 
biological military citizenship even after their physical contract has been fulfilled by 
continuing to participate in veteran-related research.  
 
Social Identity 
Military apparatuses rely on assimilation and enculturation of bodies to wage war. The 
American military has a long-standing reputation of strength, honor, power, and respect, 
derived from history of success in universal wars from its colonial independence in 1776, 
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to World Wars I and II in the first half of the 1900’s, and its current presence in more 
than 150 countries around the globe (Vine et al, 2015). Duty to your country, and honor 
for serving—these are the social and cultural capital that political frameworks use to 
generate volunteerism, and that military soldiers and veterans accrue from their time in 
service. Many Presidents have leaned on the perceived power of US military forces to 
instill a sense of comfort and security, and in times of war especially, to cultivate a 
culture of patriotism. Military strength has been a cornerstone of American identity since 
the 13 colonies secured their independence from Great Britain.  
 The US military has continued to increase its political capital in a global realm from 
its primary independence onward. Its prowess was arguably the strongest industrially, 
and most globally influential, in the first half of the 20th century during World Wars I and 
II. Even though it required a draft, the American people understood the national need for 
involvement in a global war and supported the soldiers and the military efforts. In the 
1960s and 1970s, the culturally contentious Vietnam War did not receive the same 
societal support, which caused deep dissention in the American social and political 
communities. The macho military ego of the United States had grown too large for 
citizens’ liking, and was stubbornly ignoring the desire of its population by flexing its 
power and military might in a region that did not pose a substantial threat to the US.  
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 At that time, the US military body was garnered through conscription to gather and 
deploy generally unwilling military bodies, further complicating American thought and 
emotion. Iraq and Afghanistan—the longest wars in US history—are the first wars with 
an all-volunteer military force. Although voluntary, structural violence that includes 
social determinants like race, gender, and socioeconomic status interrogate how 
“volunteering” is an option for most Americans, and one of the only options for upward 
mobility or a chance at college education for others.  
Figure 18 : Map of Global Military Presence (Vine et al. 2015) 
Figure 17 : Military Service During Major Wars (Sledge, 2016) 
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 This all-volunteer force means that participation in military life is a choice, not a 
national obligation; it also means that a much smaller percentage of the population 
serves, making the growing gaps in social relatability from soldier to civilian increasingly 
difficult upon reintegration (Sledge, 2016). A diminishing number of service members 
cascades into less shared experiences (traumatic or otherwise), which contributes to the 
evolution of habitus and lifeworld, and less comfortability for veterans’ ability to relate to 
the growing number of civilians Stateside. These feelings of isolation, complicated by 
experiences from the battlefield, and the multitude of comorbid, military-related illnesses, 
create barriers to living successfully in a culture that still clings to the achievement of the 
American Dream as a rubric for success.  
 
Military Demographics 
For this section, I will reference numbers from a robust 
2016 DoD demographics report (DoD, 2016) and tie in my 
own data from the 7 veteran participants \ I interviewed. 
This report puts the number of Active Duty personnel at 
1,288,596 people. The branches are broken down as 
follows: Army (n=471,271), Navy (n=320,101), Air Force 
(n=313,723), Marine Corps (n=183,501). Of my interviewees, three were Army, one was 
Navy, and two were Marines. Males comprise 82.8% of all active duty members, and 
females comprise the remaining 17.2%. All 6 of my veteran participants were male.  
Figure 19 : Military Makeup by 
Branch (DoD, 2016) 
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Nearly three-quarters (73.1%) of the total active duty force (N=2,100,328) are 
under the age of 35: over half are between 18 and 25 (50.8%), the next largest age group 
is 26 to 30 (21.3%), followed by age range 31 to 35 (14.0%). The ages of my veteran 
participants ranged from 30-62 at the time of our interviews. All but one enlisted at age 
18, the other, Aaron, enlisted at age 26.  
The pie charts break down the 
demographics of total enlisted members 
and officers in the military force 
(N=2,100,328). According to the same 
report, ‘Hispanic’ is no longer 
considered a minority race designation—
even though by their own numbers, only 
13.5% of soldiers identified as such. The 
report does not explain why that category is not included on the same chart as all the 
others. Additionally, the Army does not report “multi-racial” as a demographic. The 
largest racial demographic is White at 70.6%, and the smallest is Native Hawaiian or 
other Pacific Islander at 0.9%. 4 of my veteran participants identified as White/ 
Caucasian, and the other two identified as Black/ African American; none of them 
identified as Hispanic.  
Figure 20 : Military Makeup by Race (DoD, 
2016) 
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Beyond the racial profile of the active 
duty enlisted members, the educational 
summary (excluding officers) at the time 
of enlistment is that only 8% of members 
have a Bachelor’s degree or higher, and 
91.2% of enlisted soldiers have completed 
a high school diploma, GED, or some 
college credit without a degree. None of my veteran participants had a Bachelor’s degree 
when they enlisted, but all of them were currently working on an undergraduate or 
graduate degree, or had at least one of those, or other certification (like real estate or fire 
academy school) because of military education benefits. 
For comparison to broader culture, I used the 2016 US Census data again—but this 
time I included males and females, since the military (unlike the NFL) includes males 
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Figure 21 : DoD and US Census Demographic Data for Race Comparisons (DoD, 2016; 
US Census Bureau, 2016) 
Figure 22 : Military Makeup by Education (DoD, 
2016) 
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and females. From this racial comparison, the military much more closely reflects the 
racial landscape of larger American culture than the NFL does. See Figure 22.  
 
Interpreting the Department of Defense (DoD) Demographic Data 
An anthropological analysis of the DoD’s data asks several questions: Who is enticed by 
military benefits like guaranteed salary, healthcare, and education, in exchange for the 
possibility of death or injury? What does it offer them? Who needs the opportunities that 
military service grants? What does it mean that men still outnumber women nearly 10:1? 
The US has been fighting wars since the 1700s, but it was not until the 1990s that the 
military allowed women to enlist and deploy to combat regions (Abraham et al, 2015). 
Even in modern times, the military is still largely a “boys club”, and the enlistment of 
women has done little to shift the masculine nature of the military as an institutionalized 
political apparatus.  
What the DoD charts suggest is that the military is comprised of males who are under 
30, identify as Caucasian or non-Hispanic/ Latino, and have not earned higher than a high 
school degree or its equivalent. The military offers potential for financial incentives like 
bonuses for joining, a base salary during service contract, and the GI bill—which grants 
military members and their families education benefits. Those who need the military for 
its paycheck or education benefits often do not have access to these otherwise. Their 
agency may be restricted by social determinants like economic status, social 
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environments, race, or gender. Due to these restrictive determinants, their options are 
limited, and the military represents the best pathway for them.  
In today’s market, there are more job opportunities available with a college degree, as 
a college degree has become the new high school diploma—a “degree premium”. The 
National Bureau of Economic Research published a paper by Robert G. Valletta in 2016, 
stating that (Valletta, 2016):  
Holding a four-year college degree confers a distinct advantage to workers in the 
U.S. labor market. The wage gaps between college-educated working adults and 
those with a high school degree—higher education wage premiums—are large and 
have grown substantially over the past 35 years. This gap may have been bolstered by 
technological advances in the workplace, notably the growing reliance on computers 
and related technologies, because the skills that are needed to master and apply these 
technologies are often acquired through or associated with higher education. 
 
The “degree premium” has become a resume imperative, and even many entry level jobs 
require a college degree. Attending college immediately after completing high school is 
the expected track for young adults in the middle and upper classes. But for citizens who 
come from lower socioeconomic environments, this track to college may not be as 
feasible due to social determinants—like economics, race, gender, health, poverty, and 
social importance—which create structural vulnerability within communities. Social 
determinants like these are barriers on the path to higher education, which can improve 
the lifeworlds of structurally vulnerable individuals. Their agency as decision-makers is 
limited because of their decreased options and access to higher education.  
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Military service, though an available option to all eligible citizens, is a better 
“opportunity” for individuals from structurally vulnerable environments because it offers 
to pay for college in exchange for a specific term of service. In this way, the military 
represents a path out of poverty for many people because it gives them access to the same 
options as middle- and upper- class citizens. Military service and college scholarships for 
athleticism represent similar opportunities for education, in exchange for bodily service. 
Furthermore, the military also offers opportunities for heroism, valor, honor, and 
respect—social capital that is not easily earned.  
Each person has a different ideal of the American Dream—for some, it is ten 
million dollars and a Mercedes Benz, but for others, it is the twenty thousand dollar 
signing bonus for military enlistment. The structural violences inherent within economic 
and social class stratification create these ideals and influence the lifeworlds that exist 
within them. The options for achieving the American dream are much more limited to 
those who come from lower-class strata. For these young people, the military is a direct 
path out of poverty and they must sacrifice their bodies to achieve that dream; they must 
register their physical selves—body, mind, psyche, and time—as property of the United 
States military.  
 
Masculinized Culture 
“It's definitely not the healthiest culture but I think it's probably important to have that 
culture to some extent. Just in real life situations you don't—you can't have—there's no 
such thing as a quitter. In a life or death situation you know.”  –Aaron 
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Military and manhood are long-standing social associations, with a history of “taking 
boys and turning them into men”. Propaganda like art, flyers, newspaper clippings, 
literature, commercials, films, and sports integration have promoted the mediatization of 
masculine soldierly identity and social expectations. War movies like Saving Private 
Ryan, The Hurt Locker, and Band of Brothers are popular cultural expressions of combat 
and the journey of soldiers who endure battlefields. These films illustrate soldiers as 
physically strong, verbally explicit, emotionally tough, and morally firm—the idealized 
Western man. Media portrays soldiers as the heroes of American culture, sacrificing their 
lives, limbs, families, and mental health to protect the freedoms that citizens of the 
motherland enjoy. Promoting hyper-masculine iconographies is a recruitment 
methodology to motivate male members of the military to conduct powerful, sanctioned 
acts of human-to-human violence.  
 Most military films surround the stories of male soldiers, and usually feature females 
in the roles of the wives, mothers, or girlfriends, rather than in uniform. This gender 
characteristic contributes to the hyper-masculinized culture that is foundational to the 
carefully constructed military environments. Enforcing staunch gender roles empowers 
narratives concerning who is allowed to fight, who is permitted to die, and who is being 
defended. Traditional gender roles make these categories clear: the men fight and die, in 
service of the women and children back home. Social ideations surrounding gender 
facilitate the difficult actions necessary for war, though it does not physically enable 
soldiers to kill or endure death (Wool, 2011; Finley, 2014; Bashum, 2015).  
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  US military branches have historically emphasized and exploited traditional 
expectations of masculinity. Recruiting methods often center around violence, patriotism, 
and images of mostly men dressed in uniform. It serves as an environment dedicated to 
preserving that role—a role which is contested in contemporary American culture by 
notions like “toxic masculinity” and LGTBQ activism.  
 Heteronormativity and hyper-masculinity are pillars of organized military culture. So 
much so, that the current President, Mr. Trump, has tried to force a ban on transgender 
military members, of which an estimated 150,000 self-identified transgender persons 
have already served (Gates and Herman, 2014). In January of 2019, the US Supreme Court 
allowed this ban to go into effect (Vogue and Cohen, 2019). This hegemonically imposed 
policy echoes the subversive “don’t ask, don’t tell” military dogma from the Clinton 
Presidency in the 1990’s—which referenced homosexuality—but went a step further by 
suggesting, “Please tell us, so we can ban you from your right (or take away your 
privilege, depending on lifeworld perspective) to serve your country”.  
 Though many service men and women have expressed their support for transgender 
people’s right to serve in the US military, political leaders like President Trump insist on 
enforcing strict binary categorizations of gender and sex for those who choose to 
participate in service to their country: 
“…please be advised that the United States Government will not accept or allow 
transgender individuals to serve in any capacity in the U.S. Military.  
Our military must be focused on decisive and overwhelming victory and cannot be 
burdened with the tremendous medical costs and disruption that transgender in the 
military would entail.  
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Thank you,” 
—Trump’s July 26, 2017 tweet (Grisales, 2018) 
 
The commander-in-chief of the armed forces perceives any deviation from 
heteronormativity as a threat and “disruption” to the traditional values upon which 
colonial leaders structured the military force. Dividing the nation into categories based on 
gender orientation institutionalizes unequal access to volunteer for military service, and 
by extension, excludes them from the benefits that military service offers—like financial 
compensation and educational opportunity. Marginalization of non-heteronormative 
behaviors and persons reinforces an entrenched masculinized culture of the military as a 
male domain. From the Handbook on Gender and War (Welland et al, 2015: pg. 30), the 
authors skillfully synthesize the “necessary” social significance of embedded and 
enduring gendered norms in the military:  
“Ultimately, the military remains the most ‘prototypically masculine of all 
institutions’…because this is how it sees itself and how most of its male members 
want to be seen.  
Gendered norms continue to shape the ways in which militaries organize themselves 
and prepare for war despite overwhelming evidence that the presence of women and 
sexual minorities has no discernible negative impact on military cohesion and 
performance and that soldiers do not need to bond socially in order to fight. 
The masculinized character of military culture and identity thus remains significant; 
it provides ‘the means of action’, even if it does not actually provide the ‘ultimate 
ends’... It facilitates war, even if it does not actually enable soldiers to kill and be 
killed.” 
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Cultural, Structural, and Symbolic Violence 
“As condensed sites of national ideals and nationalist violence, militaries are fields that 
generate both prestige and danger and are the source of powerful,  
but also ambivalent, identities, social forms, and cultural capital.”   
(Wool, 2013: pg. 140). 
 
 Margaret Lock’s concept of violence as an indicator of broader culture is as relevant to 
American sentiments toward military personnel as it is to the culture of hyper-aggressive 
sports like football. Similar to the way that gladiators were social characters used as a 
way to manipulate the larger community into accepting the violence of Roman military 
culture, the iconism of the military body is deployed into social spheres as a way to 
influence national acceptance and support, of a powerful military. Football players, as 
modern-day gladiators, fill this popular influential role.  
 The aggression of football and its integration with everyday civilian culture acts as a 
symbolic proxy for the aggression of existing military culture. By cultivating social 
support for a hyper-aggressive, high-risk of bodily injury sport within a sanctioned time 
and place (Sunday, Monday, Thursday night Football, college football Saturday, Friday 
night lights of high school football, youth sports games on the weekends), the violence of 
the American military is more easily integrated socio-politically. Other socially 
constructed avenues, such as video games like Call of Duty or Medal of Honor, also 
function to integrate military violence as seemingly commonplace and acceptable—at 
least in a combat setting, with a uniform, and a mission to defeat the opposing force. 
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Soldiers fill the role of nationalistic gladiatorial protagonists, fighting the antagonistic 
terrorists overseas.  
 Paul Farmer explains structural violence as “the natural expression of a political and 
economic order” (2001). Military environments dictate that each soldier conforms to the 
standards that the branch sanctions, and does not tolerate behaviors that deviate from 
those principles. Assimilative and acculturative processes like Basic Training are the 
cultural practices by which members internalize this collective identity and ‘national’ 
military ideals. The military as a communal culture empowers behaviors and identities 
that fit within their unique ideals, and disempowers behaviors that deviate and act to 
reduce notions which their intentional environment seeks to sustain. Slogans like the 
“Army of One”, which at first seems to appeal to the strength and discipline of an 
individual, is an example of diminishing the significance of the individual, by referring to 
each member as merely one piece of a larger collective group—the Army of many, as 
‘One’ unit. This concept is embedded in the narrative of the four military branches, and 
conveys a structural message about the value and importance of each member as 
significant in that each plays a part of constituting the military apparatus.  
 
Biopolitics of Patriotism 
The purpose of creating a unified identity has ramifications for the individual soldier 
beyond the term of service. This cluster identification permeates broader American 
culture and has permitted social webs of exploitation to exist for political manipulation. 
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Normalizing stereotypes about veterans has produced a symbolically violent idea of who 
the military wo/man is, and perhaps even more dangerously, about who s/he should be.  
 The symbol of the soldierly body is construed as a physical offering for which the 
people of the country owe a great debt. In keeping with a register of patriotism and moral 
debt owed by civilians, soldiers’ wounded bodies are subjected to acts of political 
animation for an innumerable amalgamation of purposes. It is physical injury that 
primarily links veteran bodies with outward displays of patriotism from civilians and 
politicians. A physically uninjured veteran in civilian attire seems like any other person at 
the restaurant, but a veteran who had a titanium leg beneath his cargo shorts and a 
camouflage hat socially signals to others that his body has endured trauma while securing 
their freedom.  
 The icon of a ‘wounded warrior’, be it a marred veteran body or a creatively 
constructed image, is intentionally meant to evoke a sense of sadness, shame, and guilt, 
just as much as valor, honor, pride, and respect (Wool, 2013; Finley, 2011). Animating the 
impaired body of a soldier who has anatomical absence(s) replaced with titanium 
prosthetics is evocative of two things: the marvels of modern medicine, and a political 
propaganda tool. The latter is designed to call attention to the physical sacrifices a soldier 
makes for the country by protecting the freedom of those who live in it. This propaganda 
strategically rebrands and re-narrates a soldier’s personhood in front of a national 
community based solely on the physical embodiment of combat-related experiences. 
Counterintuitively, the image of a fractured and titanium-assisted soldierly body displays 
a curious resemblance to athletic heroes like Rob Gronkowski, with his bionic braces that 
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assist his game day abilities. Injuries that cause physical harm to the body that requires 
bionic assistance convey a visible message to others, but more silent injuries lack such 
overt and significant social cues.  
 “Invisible injuries” like concussion/mTBI rarely have outward signs of combat 
exposure. These wounds are often internal and multifaceted—including injury to the 
brain itself, as well as psychological symptoms that impact one’s lifeworld and 
perception of identity. These symptoms do not always present themselves in plain view 
of others and therefore require veterans to speak openly and honestly about their 
struggles for other to understand what they are going through.  
 In a masculinized culture, struggling with symptoms that are not always medically 
explainable—like a headache, mood swings, anxiety, or depression—can reflect poorly 
on one’s soldierly character. Branding TBI the signature injury hopefully works to give 
that suffering a commonly accepted designation, and therefore a place among 
medicalized categories. Similar to the way that medical formalization of PTSD in the 
1980’s gave space and acceptance for soldierly struggles with post-war realities, branding 
TBI can provide a forum to openly discuss the real impacts of ‘invisible injuries’ with 
other veterans, care providers, friends, family, and the larger society.  
 The political animation of the injured veteran body is symbolically violent in the way 
that it intentionally conveys intense meanings of biologically sacrificial patriotism, as 
well as reminding the public of the moral debt that they owe to members of the military. 
This practice of manipulating a single injured military body to serve as a representation 
for all military members, and to achieve a political purpose, separates the human who has 
  
 136 
endured significant and life-long injury from the figure that now represents sacrifice, 
service, and respect. The veteran’s injured and altered anatomy now symbolically 
embodies social concepts like freedom, sacrifice, patriotism, honor, respect, and debt.  
 
Athletics, Military, and Biopower 
 In the chapter before this one, I discussed a recent example of the animation of military 
members for a political purpose from the cultural football perspective. The “National 
Anthem Protest” between the NFL and larger culture has many ramifications for the 
military community as well. To recap, in 2016 San Francisco 49ers quarterback Colin 
Kaepernick decidedly took silent bodily action on the Football field in a way he felt 
would bring awareness to the issue of inequality and police brutality in the United States 
(Walker, 2016):  
“I am not going to stand up to show pride in a flag, that—for a country that 
oppresses black people and people of color. To me, this is bigger than football, and it 
would be selfish on my part to look the other way.”  
 
He intentionally sat (and later knelt) on-field during the National Anthem for almost 3 
games before any media moguls, politicians, or celebrities took notice. Kaepernick held a 
press conference two days following the third game which gained media attention. In a 
public explanation, he described motives that stemmed from social determinants that play 
a role in structural violences like: inequality, racial injustices, and inappropriate police 
violence (Sandritter, 2017):  
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“I have great respect for the men and women that have fought for this country. I have 
family, I have friends that have gone and fought for this country.  
And they fight for freedom, they fight for the people, they fight for liberty and justice, 
for everyone.  
That’s not happening.  
People are dying in vain because this country isn’t holding their end of the bargain 
up, as far as giving freedom and justice, liberty to everybody.  
That’s something that’s not happening. 
 I’ve seen videos, I’ve seen circumstances where men and women that have been in 
the military have come back and been treated unjustly by the country they fought for, 
and have been murdered by the country they fight for, on our land.  
That’s not right.  
 
In September of 2016, when Kaepernick gave his public explanation, this was also a 
presidential election year with voting in November. Though he was clear that he 
respected military soldiers and their sacrifices, and that his intentions were to bring 
awareness to everyday actions of police violence against communities of color, the 
leading Republican candidate Donald J. Trump took the opportunity to distract from that 
purpose by rebranding the narrative in a way that suited his political constituents’ 
opinions. The movement changed from one with the mission of raising awareness about 
police brutality against people of color, to the controversial “National Anthem Protest”—
a disrespectful gesture against American heroes.  
This re-branded narrative was an indecent use of social capital and celebrity by a 
politically motivated candidate. The American flag and the National Anthem are bonded 
symbols of identity in US culture. Kaepernick used these symbols as a social platform to 
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discuss that they are meant to represent American identity, yet many citizens of color feel 
disconnected and disenfranchised from the freedoms that the symbols represent. 
Republican candidate Donald Trump re-oriented the flag and anthem as symbols 
traditionally meant to represent the heavy debt that citizens owe to service men and 
women who are heroes that fight for the freedoms that American citizens enjoy. Both 
Colin Kaepernick and Donald Trump used their social capital and the combined symbolic 
identity of the flag and anthem to advance their political goals.  
 US Army veteran Allen Smith responded to the social drama of the “National 
Anthem Protest” by penning an open letter that surprised many conservatives, because he 
indicated support of Colin Kaepernick. He even talked with some other veterans about 
the issue, and collected signatures of those who felt the same. In the wake of this protest, 
many NFL fans posted videos on social media of them lighting Kaepernick Football 
jerseys on fire, in their own form of rhetorical protesting. Of those actions, Allen Smith 
had this to say (Walker, 2016): 
Smith said that people burning the quarterback’s jersey “with the troops and 
veterans being the reason seemed ridiculous.”  
Being used wasn’t a new feeling.  
Smith said politicians and corporations often use the military and its servicemen 
and women for promotion.  
That leaves some veterans, like Smith, feeling like props for people who haven’t 
made the sacrifice, but want to cloak themselves in their credibility.”  
 
Several of the Veterans I interviewed had similar feelings of support and disagreement 
for Kaepernick’s decision not to stand up on the field for a flag that he felt did not 
symbolize the truths that are taking place every day in communities across America. 
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Their reasons for both standing with and against Kaepernick’s actions were highly 
individual; I was surprised to hear such deep variation among the veteran participant’s 
reaction to the socio-political topic. Clay, a middle-aged Marine, about five foot four 
inches in stature—eye level with me—but with a stocky build, and balding beneath his 
not-so-concealing veteran-emblazoned hat, shared his perspective and, in doing so, got a 
little choked up near the end when he seemed to be suddenly remembering those who he 
lost along the way—and the times he himself almost lost his life: 
“I do not watch—I'm one of many veterans who is boycotting the NFL. I will not 
watch an NFL game on Sunday…Yes, these players have social griefs and, and if 
they want to come out and speak out about them, I'm more than willing to listen. 
But, I watched young, young men die who had that Flag on their—on their 
shoulders—I almost died wearing that—you know—serving this flag. For them to 
tell me they're not disrespecting, you know-the flag, the nation, I think is a load of 
crap. So, if they want me to listen to them, they're going to have to find another 
venue to speak out because them kneeling and disrespecting the flag and the 
national anthem- I just—I can't listen to anything they have to say…Like I said 
they want me to listen—find another way to bring any problems. They—for the 
most part—make millions of dollars. They have large soapboxes. They don't have 
to do it at that point, at that specific time.” –Clay  
 
Aaron, a young veteran who served in the airborne infantry, well-kept, married, with a 
sparkling white smile accompanied by perfectly straight teeth, clean shaved, and dressed 
informally in a tee-shirt, jeans, and Nike running shoes, echoed feelings that mirrored 
Clay’s:  
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“My thoughts are that I think everybody should be allowed to express their 
opinion. But, when you are a paid professional and you're on TV and you're 
getting paid to be on TV you should not be- doing your- voicing your political- 
nobody wants to watch football to- or basketball -like nobody likes LeBron James 
because of his political views. People don't—LeBron James isn't famous because 
he's a smart politician or that he studies politics. He's famous because he's a 
basketball player. It's totally fine that he…that he gets these interviews afterwards 
or that these football players Collin Kaepernick—if they want to go on interviews 
afterwards and voice their opinion—if they want to go on talk shows by all means. 
There's—there's a time and place to voice your political opinion, and standing on 
the football field, getting ready to play a sport when kids are idolizing you is not 
the time to show ‘hey it's cool to disrespect, you know the, country that allows, the 
freest country on earth’.” –Aaron   
 
Davante Adams, a League leading wide receiver for the Green Bay Packers, commented 
on the political manipulation of citizen activism by saying this (Wood, 2018):  
"The whole point of it in the beginning was the anthem—was used as a vehicle to 
protest inequality, and it got somehow twisted into the fact that athletes don’t 
have appreciation for the armed forces or people that protect this country.  
It has nothing to do with that, and it was made clear.  
People still ignored.” 
 
Kaepernick’s primary message seems to have been lost in the multitude of mediatized 
narratives, but it nonetheless sparked an array of secondary public discussions: It became 
the subject of a shouting match between Republicans and Democrats in the wake of an 
election year; It became a question about patriotism, and the multiple symbolic meanings 
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the American flag represents; It became a discussion about just how much right NFL 
athletes have to the first amendment, when they should be permitted to access that right, 
and in what hegemonically sanctioned way should they be allowed to do so. Converging 
mediatization about American symbolism, identity, culture, political parties, and racial 
communities progressed to the point where the entire dialogue itself balanced atop the 
question (and many answers to), “what role do military soldiers serve in broader 
culture?”. What started as a movement about social injustice, was politically transformed 
into a “protest” aimed at devaluing the sacrifices of American soldiers.  
What is equally interesting are the conversations that mainstream mediatization 
did not cover: Where did those massive field-sized flags (cut in the shape of the United 
States) come from? Who paid for them? Why do we sing the anthem before every single 
sporting event? How did sports and patriotism to the military become so closely tied 
together? Why can’t athletes use their social capital for political gain if politicians are 
permitted to do exactly that? And my own question: how does American culture respond 
to athletes’ and veterans’ opinions on other social-medical issues—like 
mTBI/concussions and CTE for example— (which have been occurring during the same 
timeline)?  
 
Biopolitics and Fiscal Responsibility  
Post-9/11 patriotism became synonymous with athletes, sports, entertainment, and 
everyday social popularity by creating opportunities for military propagandizing to 
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integrate with popular sporting events (Bryant, 2018). Military-themed events like ‘local 
heroes’, military anniversary celebrations, on-field soldier recognitions, camouflage-
inspired jerseys and hats, etc. are all initiatives that feel commonplace in today’s athletic 
realm. Contrary to the seemingly ordinary nature of these rituals and relationships 
between the military and the NFL, these ceremonies have been strategically conflated, 
and fiscally compensated. Hard working Americans bought tickets to sports 
entertainment where they personally funded military engagements of all sorts. Senator 
McCain acknowledged the backward nature of this relationship in an interview with NPR 
(Peralta, 2015):  
"Americans across the country should be deeply disappointed that many of the 
ceremonies honoring troops at professional sporting events are not actually being 
conducted out of a sense of patriotism, but for profit in the form of millions in 
taxpayer dollars going from the Department of Defense to wealthy pro sports 
franchises," McCain said in a statement. "Fans should have confidence that their 
hometown heroes are being honored because of their honorable military service, not 
as a marketing ploy." 
 It is this cultivation of post-9/11 American identity, stemming from political need to 
maintain social support for the military, that has invariably intertwined the meanings of 
fandom and patriotism. These fiscal contracts intentionally bind social concepts together 
with embed patriotism and sentiment of the need for soldiers and war within mainstream 
culture. It is a manipulation of public emotion for political agendas. It is biopolitical—
exercising use of power over military bodies and athlete bodies and tying them together 
in a way that influences societal frameworks. Fans have come to expect the tradition of 
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NFL players standing on the field and singing the national anthem at the beginning of 
every game, something that never used to be a ritual prior to 2009 (or Post-9/11) (Saur, 
2016). 
 One of my longest interviews was with an Army veteran whom I nicknamed 
McCarthy. He is a silver-haired older gentleman, with a mind full of ideas, and an 
unusually jovial spirit; this struck me as unusual because he worked part-time at a 
morgue and assisted the owner with funeral preparations. With his light-hearted laugh 
and twinkling blue eyes, I never would have guessed that he worked in what I imagine is 
a solemn and heavy environment. What a perfect example of the old saying, “You can’t 
judge a book by its cover”. When I asked him what he thought about the intertwining of 
military agendas within sports activities, he said (Fieldnotes, 2018):  
“Well, I don't think anybody should be made to say it. I mean, if you don't want to 
say it—just don't do it. And to be honest with you, I'd be someone in favor of just 
doing away with the national anthem altogether at sporting events, games, 
whatever. You know there's a special occasion for it, you know, like 4th of July or 
you know.. some Armed Forces Day which I think is the 14th of June, you know. 
That's different. But just to do it just by rote memory? you know, like the Pledge of 
Allegiance… I think it forces people into a way of thinking, that might, you 
know—America means a lot of things, but for some people it really, looking on it- 
it may not mean the same to them as it does to me. And why force the issue?... 
Sometimes this country, you know, it seems like it's a lot of things, but it may not 
be those same things to somebody else. And you gotta respect that.” –McCarthy  
 
In a separate interview, Aaron—younger than McCarthy by nearly 3 decades—repeated 
some of the same sentiments:  
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“I don't think, at this point, I don't think it should be. I don't think they should have 
anything to do with sports. I think the national anthem should be a school thing- like I 
think it should be, you know, like it was when I was in school where you, you know 
you say that they play the national anthem like once a week or something and you get 
up and you do the pledge allegiance to the flag.” –Aaron  
 
Aaron’s and McCarthy’s interpretations of when and where the anthem should be ritually 
sanctioned reflect an idea that widespread use of the National Anthem in public forums 
devalues the significance and symbolic meaning of the Anthem itself. To them, and to all 
the veterans that I interviewed, the flag has deeper meaning than what civilians 
understand, and they want to preserve that. I think back to Clay’s comment about the 
flag, and the way he became visibly and painfully upset when he said, “I watched young, 
young men die who had that Flag on their-on their shoulders-- I almost died wearing 
that- you know- serving this flag”. Repetition can sometimes diminish the significance 
and depth in meaning of a symbol, and the way to re-embrace its power is to reimagine 
where it fits best in a public setting.  
 
Medical Identity 
Branding TBI  
Following 9/11, Congress recognized Traumatic Brain Injury as the ‘Signature Injury’ of 
the Iraq and Afghanistan wars (U.S. Congress, 2007). This attribution of a single injury 
for a period of wartime follows a historical pattern of political notation. Other historically 
attributed health conditions include ‘Gulf War Syndrome’ in the 1990s (more recently 
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referred to as “Gulf War Illness”), PTSD for the Vietnam War which was recognized by 
the American Psychiatric Association in 1980, and ‘Shell Shock’ for WWI and II in the 
first half of the twentieth century. Identifying the most common war-related injuries gives 
the public a sense of comfort that taxpayer money is working to benefit those who 
heroically serve their country. It creates a sort of ‘brand’ or catchall term for reference 
throughout wartime. It also circulates conversation about the war, and how the 
government is acting on behalf of the medical needs for military members. Finding and 
ascribing a signature injury for each war functions as a platform by which to inform the 
public about ongoing military and veterans’ affairs. In the case of the most recent wars 
(OEF/OIF/OND), branding a signature injury was concurrent with the wars themselves—
this was not always the case in other wars. Branding an injury serves to socially 
legitimize it, and encourages help-seeking for veterans. For the military setting, 
normalization of suffering creates a space where masculine identity can be preserved 
when seeking medical care.  
In the most recent wars, TBI has come to the forefront of medical attention and care. 
Military weapons and protective gear have been drastically improved over the last 
century. This is one reason TBI has demanded more attention from the VA in the last two 
decades. More soldiers are surviving injuries that would have been fatal in previous wars. 
The short- and long-term symptoms that are presently attributed to TBI experiences are 
now frequently appearing in the daily lives of active duty soldiers and veterans. The 
connection between subconcussions, concussions, and CTE have further catalyzed 
research into TBI and its impact on the brain.  
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While serving as a sergeant in the airborne infantry, Aaron’s main role was on the 
weapons squad. He had done countless jumps out of planes, usually bogged down by up 
to 200 extra pounds of gear and weapons. In our interview, he discussed his worst 
military-related concussion with me. Embedded in the details of his story is a glimpse of 
how military culture expects toughness, and grit, even in times of intense neurological 
and physical suffering.  
I jumped [from the plane] and I landed on the runway and I smacked my head. I 
mean we, when we jumped, the conditions were suboptimal to say the least.  
It was definitely one of those days where the Pathfinder, they asked them for 
windspeed, and he did the thing and it said like ‘50 knots’ and he was like “10 knots-
we’re good!” you know. And he jumps out, and you see guys getting hung up in the 
trees and blown way off the course and you know on the way down it's going to be 
bad.  
When you're on a weapons squad you fall really fast and it was just it was a bad 
situation. I've had bad times before, but that was the worst. 
I landed very hard on the runway and smacked the crap out of my head. And I was 
kind of loopy, and I don't really remember the details well, but I remember kind of 
just staring at a squad leader as he was screaming at me because I wasn't really 
paying attention.  
I had a super bad headache. I was dizzy and I was puking pretty much all night. It 
was, it was a really bad experience. 
 I just remember dry heaving for hours, like I get up and go back out and dry heave, 
and my squad leader just kept yelling at me to man up and deal with it. I'm like OK. 
Roger, Sergeant.  
 
In military culture, the sick role is reserved for severe and obvious visible (physical) 
injury, which leaves little space or recognition for the more silent neurological injuries 
that can have long-term impacts on soldiers’ health and longevity. The masculine ideals 
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of toughness, tenacity, and strength serve a functional purpose for survival in immediate 
life or death scenarios encountered by soldiers. Much of these ideals have been deemed 
“toxic” in mainstream culture, but they serve a very practical purpose for military 
members. Nonetheless, the habitus necessary for survival—that was invented by the 
military and internalized by the soldier—is a difficult lifeworld to leave behind, even 
when the obvious war zone is half a world away.  
 
Trouble with the Sick Role  
The ‘sick role’ is a socially constructed role that people gain access to if society accepts 
their illness as legitimate (Parson, 1975). One who is sick acts out the role as a patient in 
need of care, treatment, and attention—which catalyzes a health-seeking process. The 
health-seeking process is a social admission of an undesirable state and therefore requires 
that steps be taken to manage or heal he sickness.  
This role counteracts the tough persona and masculine identity that the military 
instills in its soldiers. Injury, illness, and sickness all require a specialized attention, and 
in combat settings, often require that the sick soldier take time away from their unit, stay 
back from missions, and disengage from activities that could interfere with the healing 
process or strength of the unit. These requirements counteract the core values of military 
branches like the Marines, who instill honor, courage, and commitment as their pillars of 
identity. Principles like loyalty, never leaving a man behind, and sacrifice are the heroic 
values that military branches pride themselves on and use to construct rituals like basic 
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training. Peer perception plays a large role in constituting masculinity. Aaron had this to 
say about the expectations of each soldier in the field, both to themselves, and to each 
other (Fieldnotes, November 2018):  
“It's always going to be where, going to get medical help—unless you're severely 
injured—is going to be frowned upon. It's not that people are going to, you know, 
not that they're going to like, ruin your career over it. But nobody wants that guy 
in their unit who goes to sick hall every few days—every time he gets a bump on 
the head, you know, he goes and says because what happens is as soon as they 
determine something's wrong, as soon as they say, ‘well he may have had a TBI’, 
they sign a sheet of paper that says ‘60 days no PT, no training’. So, then you 
have this dead body sitting back at the company doing nothing while you guys are 
out busting ass and it's like- you have that—you still have to carry this dudes 
weight—you have to cover down for this guy, you just don’t have him now. So, 
it's- it's always, you know, that's the- that's the sad part about being in a combat 
MOS, you kind of have to just…shut up and, you know… Carry on.”  
 
Serious, life-altering injuries like encountering a roadside IED blast, losing limbs, or 
being shot while taking on enemy fire, are overt threats that pose constant danger to 
soldiers in theatres of combat. For some who experience mTBI, the clinical signs may be 
brief and less obvious. Post-TBI symptoms may include headache, vomiting, ringing in 
ears, blurred vision, or insomnia, and not appear life-threatening These symptoms can 
present in a variety of forms and persist for varied amounts of time. Enduring bullet 
wounds make leaving a battlefield or seeking medical help a sensible and appropriate 
action. Soldiers can seek help and still maintain masculinity, honor, loyalty, and 
commitment in the eyes of their combat unit and themselves. Seeking medical attention 
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for a ‘smaller’ symptom, like a prolonged headache, carries with it connotations about 
weakness, laziness, or fear, which are contrary to those values.   
Social constructs of gender play a role in how the biomedical community 
recognizes, researches, and understands pain and suffering. What does it mean to have a 
“high pain tolerance”? Physical toughness, endurance, emotional strength are 
characteristics that military culture expects of its soldiers. These “hero” qualities are also 
how civilian culture characterizes them. These heavy and unrealistic expectations 
ultimately influence soldierly decisions to medically report injuries and symptoms that 
are invisible and difficult to attribute to a particular health condition—like head and neck 
injuries or post-concussive symptoms. It also determines how pain is reported to the 
biomedical community. Though pain is a universal experience, it is not a linear one. 
Biomedicine attempts to quantify pain within categories as if it is experienced in 
predetermined steps rather on an unmappable plane. This is problematic since many post-
TBI symptoms are clinically invisible, self-reported, and occur in an inconceivable 
amount of combinations in symptom congruence, persistence, duration, and comorbidity.   
TBI symptoms are highly varied and can persist through time and/or puncture 
one’s lifeworld randomly throughout life. Because of these common but unpredictable 
factors, TBI often lacks an immediate explanation for suffering. This is especially true 
when a concussion/mTBI occurs in the theatre of combat when adrenaline is high and the 
brain and body instantaneously snap into survival mode. Activity that is considered 
normal in combat like shooting heavy weapons, taking heavy fire, being near explosives, 
and basic physical engagement like jumping, rolling, diving, and falling are not 
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necessarily memorable events for a soldier in a combat setting. However, these 
commonplace activities can cause sub/concussive events and contribute to the 
accumulation of head and neck injuries over time.  
A headache after a combat mission may seem normal to a soldier. Ringing in the 
ears is a common experience after firing heavy weapons. Blurred vision can occur after 
encountering an explosion. Diving for cover and hitting one’s helmet can result in a brief 
mTBI event that a soldier may not think is significant. These injuries and symptoms are 
so normal for soldiers that seeking help for them would be almost offensive to unit 
members. Asking for the attention of medical care providers for a headache when those 
providers could be spending their time treating bullet wounds is a moral burden that 
military members carry with them.  
In the same way that people who suffer from chronic migraines sometimes 
struggle to find organic causes or explanations for their pain, veterans and athletes who 
suffer from post-TBI symptoms (known or unbeknownst) struggle in the same regard. In 
environments where masculinity is the bedrock of outward displays of gendered 
personhood, individuals who complain of symptoms that are silent or clinically invisible 
are often socially perceived as effeminate or weak.  
Though the doctors from whom they seek help may not be the ones that instill an 
uncertainty about the legitimacy of unperceivable suffering, the lack of an obvious 
biological cause can bring a sufferer to second guess their capabilities and their 
cognizance. Could it be stress and anxiety that is causing the mood swings, impulsive 
behavior, depression, memory loss, or impaired motor function? Are these things even 
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really interfering with their life that much or are they simply making a bigger issue out of 
something small? Indeed, it is often these thoughts of self-doubt and denial that impede 
the help-seeking process, potentially causing prolonged, untreated suffering.  
 
Military Victimhood  
“Military Victimhood” is almost an oxymoron. When thinking about the social 
symbolism of a soldier, and how it exists in the imagination of mainstream American 
culture, the picture that comes to mind is probably an image of a man in a dome shaped 
helmet, outfitted in various shades of tan/ ‘army’ green/ brown camouflage, gun slung 
over his shoulder, standing abrasively, legs spread shoulder-width apart, feet firmly 
planted to the ground by his heavy, laced-up, midnight black boots. Or maybe it is a 
vision of a tall man standing with a dignified posture, looking sideways into the camera, 
in his pristinely pressed dress blues, decorated with symbolic pins and patches that tell 
tales of his awards and accomplishments, his white hat angled perfectly on his head, and 
a stoic, stone-like face.  
Likewise if you think of a victim, you may get an image of someone who has 
been in a terrible accident and is bloody and bruised; or maybe you see a photo of an 
emotionally traumatized child, in dirty clothes, who has been saved from human 
trafficking; perhaps it is an image of an emaciated woman, with two-day-old smeared 
makeup, barely covering the facial abrasions and bruising from the domestic violence; 
maybe it is the commercial on television, asking for a dollar a day to provide food to the 
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malnourished, half-clothed children on the screen, lifting dirt-riddled fingers to swat flies 
from their eyes, frowning, crying, sad, and hungry.  
These sets of images could not be more different form one another. ‘Military 
Victim’ seems almost as ridiculous as ‘blind painter’, ‘deaf pianist’, or ‘honest 
politician’. However, when we move away from common cultural characterizations of 
‘military’ and ‘victim’ as independent images, and imagine how they might coexist in the 
same individual, the term begins to make sense in a new millennium of TBI symptom 
burden and social understanding.  
“Military victim” is much less of an oxymoron than it first appears when the 
political painting wears off. We know that military members often suffer because of their 
war experiences, yet American political landscapes still depict them as heroic examples 
of service and strength—an ideal that is emblazoned in the minds of civilians. After 
enduring silent stories of invisible injury and internal suffering, mediatization gives 
veterans a platform to exercise their agency by describing their own narratives and 
explaining the ramifications that reach far beyond the physical field of combat (Hoge 
2010; Wool, 2011).  
Seeking help for sickness and suffering implies the role of a ‘victim’. For soldiers, 
victimhood is the antithesis of every pillar of military identity. It is these masculine ideals 
and social symbolism of the military body that can be disempowering for soldiers who 
are suffering and should be seeking help. Military identity functions to create a toughness 
that is necessary to endure combat and war, but fails to create a legitimate space for 
soldiers to feel confident and comfortable seeking help for all kinds of suffering, without 
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fear of being perceived as weak, or detracting from a strong soldierly identity. This is a 
special kind of victimhood—a military victimhood (Wool, War Sick, 2013).  
When I asked veteran participants near the beginning of the interview, “During 
your time in the military, was your head or neck ever injured or possibly injured?” 
almost every one of them would scoff and laugh and say a sarcastic “Yes”, as if the 
question itself seemed ridiculous, and the answer obvious. I would ask them to explain 
the worst, second worst, and so on. I would follow my semi-structured interview guide 
and ask prompting questions about the injury events they would share with me. Often, the 
injured veterans did not seek medical care. The reasons were all variations of “it wasn’t 
that bad”, “you don’t go see a medic for a headache”, and “you don’t stop because your 
head hurts, you keep doing your job”.  
 This reluctance to seek help creates barriers to accurate reporting of TBI, which in 
turn, may under-estimate its incidence and prevalence, resulting in unreliable 
epidemiological data reporting. Inaccurate reporting spirals into inaccurate quantification 
of injury. Research, especially epidemiological research, relies heavily on accurate 
quantitative reporting for progress and understanding of issues and illnesses. In addition 
to the population-wide impacts, not reporting, or underreporting, head and neck injury 
results in incomplete medical records—documentation that will be used by healthcare 
providers in the future. 
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Veterans and CTE 
Many of the veterans I worked with for the mTBI study asked questions about CTE. I 
noticed that the topic usually arose while I waited with a participant in the MRI suite 
prior to a 90-minute brain scan, and after all the neuropsychological testing, 
questionnaires, Potential Concussive Event (PCE) injury mapping, and other measures 
were complete. At this point in the day, it was typically late afternoon, and I had probably 
been with the participant since 8am. I think the questions about CTE would come up at 
this time for a few reasons. By this point, we had spent time together as veteran 
participant and researcher, and were generally comfortable with one another. Many 
participants were sports fans (a common cultural interest in Boston) and had read articles 
or heard about CTE in football players. The neuropsychological tests and MRI scan are 
portions of mTBI study Baseline Assessments that are the most obviously brain-related. 
The MRI is typically the last part of the assessment and sparks conversations about the 
intention and goals of the mTBI research study initiative.  
CTE came up in one of the earliest Baseline interviews that I observed at the VA. 
I spent the whole day with two mTBI study team members and this participant, I call him 
Mr. Incredible—because he was a very tall and robust man, with short yellow-blonde 
hair, a gregarious spirit, and in his mid-thirties. I was present for his PCE Mapping, the 
portion of the Baseline Assessment where we ask about every single head or neck injury 
that participants can remember—both in military combat, and at any other time in their 
life, including childhood. Mr. Incredible sustained numerous Improvised Explosive 
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Device (IED) encounters during his time of service. Below are some of my fieldnotes 
which I used to reconstruct our conversation from that day:  
While explaining to a veteran participant (Mr. Incredible) the requirements of the 90-
minute MRI portion of the Baseline, he excitedly interrupted me to ask if we, the 
researchers, were looking for CTE. 
 “I heard you can see it now in people when they’re still alive.” 
His curious statement resembled one of the many questions that veteran 
participants asked me and members of the team about CTE. Many of them 
wanted to know if the MRI scans would show whether they had CTE 
pathology. The subject came up a lot since it’s in the popular news so 
much, and many of the symptoms that football players who have been 
diagnosed with CTE post mortem dealt with in life resonate with what 
some of the veteran participants experience. 
 I explained to Mr. Incredible that at this time, it was not possible, but assured him that a 
lot of research was being conducted with the VA, DoD, BU, Harvard, and many other 
universities to try and make it feasible.  
In my overly-confident, fresh graduate student spirit, I informed him that while it may be 
possible in the future to look back at his scans and determine whether the pathology was 
present in his brain at the time of these MRIs, it was not possible to do so at this time.  
He understood, and replied offhandedly with:  
“That’s okay. I already know I have it. My brain is scrambled eggs from getting 
blown up so many times.” 
He laughed after his statement. Following such a dark reply, his laugh 
seemed awkward, uncomfortable, and out of place. His deep belly laugh 
and thick Boston accent made him sound tough and tenacious—but I could 
feel the carefully disguised tremble of concern in his voice when he uttered 
the words of this vulnerable reality.  
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He told me earlier in the day about how grateful he was to have married a 
younger wife:  
“She’s a legend. She has all the energy in the world to keep up with our kids. We 
had them pretty close together and they’re all under 10.” 
I thought back to these facts and wondered how he imagined a future for himself and his 
family, considering his head and neck injury experiences, and information in the media 
surrounding TBI and CTE.  
My mind lingers on these statements. I wonder what it must feel like to live beneath a 
cloud of uncertain entropy—as though the world in which you identify may, at some 
point, be a very chaotic one, specifically because of the life-altering injuries you have 
endured for your country, which may very possibly result in emerging signs of 
degeneration inside your brain.  
 
Mr. Incredible’s statement about CTE, “I already know I have it”, hints at several things. 
His inquiry about what the MRI may reveal about his brain injuries suggests his desire to 
have clinical evidence showing his head and neck trauma. Thinking back to Foucault’s 
theory about the clinical gaze (1973) reminds me that Mr. Incredible is culturally 
conditioned to viewing his health through a biomedical lens. He “knows” that he has 
CTE, even if the MRI scans will not show any recognizable pathology; nonetheless, he—
like many other veteran participants indicated—wishes that the clinical images would 
provide definitive evidence of his socio-medical suffering.  
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Conclusion 
Military affiliation is a crucial part of a soldier’s identity. The heavy, unrealistic 
expectations of masculinity that military institutions and civilian culture attribute to 
soldiers/ veterans create barriers to medical reporting and help-seeking. Social 
conceptions about soldierly heroism are distant cries from the reality of combat service 
and the post-war suffering. Preserving strength of character in front of peers is of the 
utmost importance for American heroes—even when doing so means suffering from 
persistent symptoms that would be socially acceptable for civilians to seek help for. In 
this way, long-standing embedded masculine traits of military culture disempower those 
who bravely offer their bodies in service to their country. 
A shift is needed in cohesive culture from attitudes that influence individuals to 
ignore pain and keep “doing stuff until you collapse”, to one where soldiers and veterans 
are encouraged by their peers and direct officials to seek care for that suffering. Military 
and civilian acknowledgement of the innate humanity of each soldier—recognizing that 
they carry moral burdens from choices they have made in combat— and retaining 
grateful, respectful honor to their voluntary service of their bodies and minds in 
allegiance to their military responsibilities, will help veterans feel more comfortable 
coming forward to report invisible injuries/ symptoms, talk about their experiences, and 
potentially create an easier transition between military and civilian lifeworlds. 
Categorizing illness by ‘branding’ it, normalizing it by disseminating information 
through mediatization, conducting widespread research, and providing accessible care for 
it, works to legitimize the experiences and needs of those who are suffering. This 
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legitimation and normalization give soldiers a safe and comfortable space to seek care 
while maintaining the integrity of masculine identity. 
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CHAPTER SIX: CULTURAL VICITMIZATION: CARETAKERS 
 
TAKING CARE OF AMERICA’S FAVORITE WARRIORS 
IN THE CONTEXT OF WHAT “MIGHT BE” 
 
 
 
 
“These guys can’t fill out their own paperwork at a doctor’s office, 
they need someone to do that for them, 
and these caregivers are the ones pioneering their diagnosis and recovery”. 
—Kim Adamle (3rd annual CTE conference, 2018)  
  
Figure 23 : A Young Tom and Lisa McHale (Concussion Legacy Foundation, 2019); 
and Marine Gunnery Sgt. Aaron Tam- Iraq 2004-05, 2007-08 (National Geographic, 
2015) 
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Argument  
In this chapter, I argue that caretakers are a third population that is affected by TBI/CTE. 
Though they do not experience symptoms from repeated concussion or development of 
CTE in their own bodies, they become caretakers for those who do. It is this relationship 
that ties them to their own experiences of TBI/CTE as they are tasked with managing 
their loved one’s symptoms, inventing and implementing new systems for daily living, 
and chaperoning the health-seeking process. I argue that caretakers’ involvement in the 
management and health seeking process functions to legitimate the TBI/CTE sick role 
socially and medically.  
 
My Positionality 
I was in my first year of graduate school at BU when I acquired a student ticket to the 2nd 
Annual CTE conference—which took place in Boston each year. 2017 was the first year I 
attended and I was new to Boston, BU, and graduate school; I had been here two months 
and was still settling into city life. I sat in a far corner—in one of the extra chairs that had 
been brought in specifically for attendees with student tickets—in the back of the large 
and ornately decorated seminar room. With my computer on my lap, I took detailed notes 
on each speaker, panel, and presentation.  
I was nervous being in the same room as so many people who were well-
respected in the field of scientific research and because of that unfamiliarity, I never 
branched out to speak with any of the other attendees, panel speakers, or presenters. I 
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spent the break times sitting quietly in that chair—not even daring to help myself to the 
free coffee in the hall. I felt as though someone would see me—dressed up in business 
attire and pretending to belong there—and immediately expel me from the consortium 
grounds. Not only was it a BU and VA-sponsored event, but the meeting itself was held 
in one of the banquet rooms on Boston University’s main campus. Looking back, I see 
how much I did belong there—in that grandiose room, with famous scientists, learning 
about the latest scientific research on CTE.  
 The second year I attended was the 3rd Annual CTE Conference in 2018. For that 
one, I obtained a VA-sponsored ticket through my ongoing internship—just having a VA 
logo beneath my name made me feel as though I had the necessary credibility to ‘belong’ 
in these academic meeting rooms, amongst some of the most renowned names in CTE 
research. By this point in my graduate career, I was comfortable with my life in Boston, I 
had worked on the longitudinal mTBI study at the VA New England site for more than a 
year, I had put in countless hours of reading and classwork, and I was in the process of 
conducting veteran participant interviews for my graduate thesis. My VA institutional 
research experience and my newfound comfort in Boston academic settings helped me 
feel much more relaxed as an attendee at the 3rd Annual CTE Conference. I took 
fieldnotes as I did the year before, but this time I included information from informal 
interviews and conversations that I had with other attendees, veterans, former NFL 
players, caretakers, researchers, panelists, and speakers.  
My focus was on veterans and NFL players as the main populations impacted by 
CTE—until I attended the 3rd Annual CTE Conference (2018). By fate, I sat at one of the 
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official banquet-esque tables next to a middle-aged military couple, Ryan and Kara 
(pseudonyms), and their service dog, a yellow Labrador named Olivia. Kara and I spent 
the 2-day conference chitchatting during and in-between presentations, and spent most of 
the official breaks talking and taking turns fetching snacks and coffee. Ryan would chime 
in here and there, his loud voice quickly booming into our conversations and trailing off 
as he lost his train of thought.  
Kara was Ryan’s wife of more than two decades, and in the last 5 years, she had 
also become his full-time caretaker and health-seeking pioneer. Her story, and the stories 
of several other women on the panel that year—whom I also spoke with during that 
conference—inspired me to look beyond the veterans and players who were enduring 
head and neck injuries and resulting later-life symptoms, and interview their caretakers. 
These caretakers, usually wives, girlfriends, mothers, or daughters, readily acknowledge 
the medical uncertainties that come along with post-military service and post-athletic 
careers, and interact with the mediatization of TBI/CTE to find answers for their loved 
ones.  
 
The Third Population  
The phenomenon of mediatization establishes connections between groups in ways that 
the public may or may not naturally recognize (Meyen et al, 2013). Using media to 
highlight connections between groups is as political as it is social. For example, 
Mediatization has built a powerful connection between veteran and NFL player 
populations, their caretakers, and the socio-medical phenomena of TBI/CTE. These 
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affected groups are the most prominent in mainstream news articles, Congressional 
reports, popular magazine spreads, daytime television interviews, and late-night talk 
shows. Because of this coverage, NFL players and veterans made the most sense to study 
when I first detailed my graduate school research. However, I discovered that the 
symptoms of TBI/CTE impact a third population—caretakers. In this chapter, I use my 
own fieldnotes from informal interviews with caretakers at the CTE conference, in 
conjunction with media coverage of, and from, caretakers and their families.  
Often, caretakers are female family members of the veterans and athletes who live 
with TBI/CTE symptoms. While caretakers are not facing the same intracranial 
degeneration, they are experiencing the phenomenon of symptoms related to TBI/CTE. 
Caretakers experience a great deal of “intersubjectivity”, defined by Desjarlais and 
Throop (2011: 88) as “the existential organization, recognition, and constitution of 
relation between subjects”. Intersubjectivity means there is a shared world between two 
individuals or populations who coexist in the same phenomenological experiences. The 
lifeworld of each individual is populated by the lifeworlds of others who are sharing 
similar experiences in a collective phenomenological world. Caretakers understand and 
experience TBI/CTE because of their relation to NFL players and veterans who suffer, 
and therefore are intersubjectively connected to the phenomena of mediatization, 
legitimation, TBI, and CTE.  
While soldiers and players endure the anatomical and behavioral ramifications of 
TBI and CTE, caretakers endure the task of creatively managing those ramifications. As 
opposed to other similar illness such as dementia, PTSD, or depression, which have 
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definitive clinical screening processes and diagnoses, CTE is in the early stages of 
research and does not yet have dependable answers. A large part of what makes 
management of this disease so complex is that doctors and researchers cannot give a 
diagnosis during life. This creates ambiguity in knowledge, understanding, and 
communication in the relationships between sufferer and caretaker. Definitive 
information is available post-mortem upon dissection of the brain, but during life, the 
only diagnosis available is a guess about what “might be”. What players, veterans, and 
caretakers are collectively experiencing are the multiple realities connected to how 
contemporary media covers head injuries.  
Mike and Kim Adamle’s Story 
One individual who has pledged his brain to CTE research through the Concussion 
Legacy Foundation is Mike Adamle (Today Show, 2018; Fieldnotes, 2017, 2018). Mike and 
Kim Adamle—a couple experiencing life together in the wake of Mike’s dementia and 
“probable CTE” diagnosis—have used a media approach to spread a message of hope 
about “living with CTE”. I heard Mike speak as a panelist at the 2nd Annual CTE 
Conference, and again at the 3rd—but I did not have the confidence to introduce myself to 
him or his wife Kim until the second year I attended. I initially approached Kim with the 
intention of talking to Dr. Ann McKee, with whom she was standing at a coffee table in 
the break hall of the Conference. In a fateful turn of events, I ended up speaking with 
Kim instead. She is a lovely and immensely kind woman, with a calming and patient 
presence. Her pixie-like haircut and warm smile conveyed an approachability that I found 
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engaging. She shared a little about her story with me, and expressed a gratitude that I 
wanted to capture the experiences of caretakers of those with TBI/CTE. The following 
data is a mixture of my own fieldnotes with Mike and Kim, as well as formal media 
interviews with them that go more in-depth about their experiences.  
Mike was an NFL running back for 6 years in the 1970’s—playing for the Kansas 
City Chiefs, New York Jets, and the Chicago Bears—but he had been playing football 
since he was fourteen years old. At only five feet and nine inches tall, Mike was one of 
the smallest players in the NFL. In his family, playing football was a family rite of 
passage—his father was an all-pro linebacker for the Cleveland Browns in the 1950s. 
Mike’s neurologist recently diagnosed him with “probable CTE” at one of his regular 
cognitive check-ups. 
Figure 24 : Mike and Kim Adamle (Concussion Legacy Foundation, 
2019) 
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In the years between his diagnosis and his NFL career, Mike was a sportscaster, 
and host of a show titled “American Gladiators”. While on the air in 1999—long before 
discussions about CTE were a popular topic of conversation—he had a seizure. Mike and 
his wife Kim were recently on an episode of The Today Show (2018) and described that 
moment in this way (Today Show, 2018): 
“I felt this tidal wave coming over me…half of me was talking about sports, and 
the other half was just, this crazy stuff was going on. Next thing I knew I was in 
my office and I put my sportscoat on and I was just…dripping wet”.  
Mike took himself to the ER where doctors diagnosed him with epilepsy and a lesion on 
his brain. He remembers the ER doctor telling him (even in 1999) that it was likely due to 
his NFL injuries. His wife, Kim, says that his behavior changed dramatically following 
that seizure episode. He fell into a depression, suffered from violent mood swings, and 
had significant issues with memory. Kim says that his changes in character quickly led to 
their divorce.  
“You’re just going from crisis to crisis to crisis—whether it’s a business decision, 
a lost job, a financial decision, just…mood to mood and never knowing how 
they’re going to react. I felt like I was losing him. He was physically aggressive 
with me- which was not like Mike at all…CTE is, um, it’s just uh, terrible. It starts 
with the mood swings, and rages, and outbursts, impulsivity…and that’s what we 
had seen that led to the break up.” 
They were separated and divorced for half a decade. The two remained friends for the 
sake of co-parenting their two young girls. Kim says she noticed that Mike struggled to 
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live on his own, and he soon began inquiring about moving back in with her and the girls 
(Today Show, 2018; Fieldnotes, CTE Conference, 2017, 2018):   
“The summer of 2014, we would go and have coffee together, where our one 
daughter was a barista, and, Mike started hinting, ‘maybe I should just move in 
with you guys, maybe I should just move back in- I hate my place-it’s so 
depressing’. And so he was dropping these hints more and more, and I knew why. 
It’s because he was having difficulty living on his own. And so, I talked to our 
girls and I said, ‘what do you think about daddy moving back in?’….and they said 
okay mom- let’s do it. So when Mike first moved back in with us he was in his own 
bedroom and bathroom and then as our lives just, as we were living, it became 
apparent just how much he needed us. What we did was, as a family, is structured 
our lives so that Mike could devote his energy to his job and taking care of 
himself—working out and doing those things, and we just did everything else.” 
(Today Show, 2018)  
When Mike moved back in, Kim and their daughters’ lives shifted almost instantly to fit 
his needs. They were unprepared for just how much he needed them, and all three of their 
lives began to revolve around Mike and every aspect of his daily activities. He was still 
working as a sportscaster then, but 4 years later at only sixty-seven years old, he can no 
longer work or drive due to his “probable CTE” symptoms. He wears a fanny pack—
Kim’s idea—with personal essentials like his ID, keys, and phone, so that he has what he 
needs in the moments that he forgets where he is, or cannot remember a contact. Kim and 
Mike do not go out much anymore, saying that the most difficult pain of CTE is the 
embarrassment Mike feels when he forgets how to do things—like fill out paperwork, get 
himself back home, order at a restaurant, feed the dog, or sign his name. Kim and her 
daughters experience his angry outbursts, memory loss, anxiety, paranoia, and mood 
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swings, but Kim says that his depression is what Mike worries about most (Kusinski, 
2017):  
Mike: “The only things that I can really do really well now is take out the 
garbage, sweep the floor…and…when you realize that that’s about all you can 
do, you get really mad at yourself. You get depressed…we’re not fun to be 
married to. We’re not fun to see our kids watching that happen.” 
Mike and Kim remarried following their reunion as a family living under the same roof. 
Despite Mike’s “probable CTE” diagnosis, he decided to become the “poster boy for 
living with CTE” (Fieldnotes 2017, 1018). Kim supports his daily needs, and encourages 
him to learn new things, like ballroom dancing or non-contact boxing, to try and sharpen 
his mind and executive functioning.  
Together, Mike and Kim started the inspirational “Rise Up” project. The mission 
of Rise Up is to “create a supportive network of resources for all affected by this terrible 
condition” (The Mike Adamle Project: Rise Up, 2019). When Mike told his story 
publicly, he received hundreds of responses from people struggling with the same 
“probable” CTE symptoms. Many of the messages were looking for help, directions, 
conclusions, and support. Mike’s message of hope is also one of resiliency to those who 
face an uncertain diagnosis during life. Mike and Kim also work with the “Concussion 
Legacy Foundation”—an organization dedicated to protecting athletes and their families 
(caretakers) through education, research, and policy (Concussion Legacy Foundation, 
2019). Mike’s personal goal with that partnership is to show former players that living 
with CTE is possible—and you can make the most of it with the support and hope of 
those around you.  
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The neurological damage cannot be stopped, but Mike and Kim work together to 
strengthen his mind in other ways—like socializing and exercising—and share their 
findings with everyone. It is due in large part to the media-branded “Concussion Crisis” 
and ongoing public coverage of the issues and research surrounding it, that many players, 
veterans, and caretakers have pledged their brains or the brains of their loved ones to 
advance TBI/ CTE studies. They do so in hopes that medical researchers will discover 
more answers through aggregated discoveries (Fieldnotes, CTE Conference, 2017, 2018).  
 
 
Visible Invisibility 
Caretakers are helpful during doctor visits because they can supplement, corroborate, and 
correct initial symptom reports, giving clinicians a fuller picture of the patient’s daily 
condition. Medical providers can agree that patients suffer from symptoms that match 
TBI and subconcussive exposure, but do not yet have the tools to definitively diagnose 
patients during life. This leaves the doctors with the option to describe patient suffering 
in terms of CTE as, “unlikely”, “possible”, or “probable” (Fieldnotes, CTE conference, 
2018). Even broken into 3 classifications—which brings some level of comfort to those 
suffering—each category feels like a tentative guess about what “might be” happening to 
a patient. Ambiguous medical diagnoses lead to uncertainty about how to cope with head 
and neck injury symptoms in the meantime. This is the reality where players, veterans, 
and caretakers exist—in the visible invisible realm, dealing with daily life impediments 
that impact everyone around them but with no clear answers for how to move forward.  
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One of the most difficult characteristics of CTE and mTBI is their biomedical 
invisibility. Many NFL players and veterans suffer from the consequences of repeated 
sub/concussions—injuries that are often not able to be visually mapped on an anatomical 
atlas. In western medicine, the anatomical atlas “stands between ignorance and medical 
knowledge” (Armstrong, 1983). The three-dimensional organic body is organized into 
parts on a two-dimensional page by interpreting patterns and relationships of human 
anatomy (bones, muscles, tissues, organs, etc.). With this anatomical map, clinicians can 
‘see’ the body from the inside without having to surgically penetrate the skin. This map is 
a tool that functions as the ‘clinical gaze” with which physicians look upon the body in 
order to decipher ‘wellness’ from ‘illness’.  
The clinical gaze (also referred to as the medical gaze) is how medical education 
enculturates practitioners and physicians to view the human body through a clinical lens 
(Foucault, 1973). This biomedical lens helps them see the body as a machine made up of 
systems (organs, bones, muscles, tissues). The clinical gaze disengages a patient’s social 
identity from their physical body. This biomedical separation is problematic when 
markers for injury or disease are visually absent—which is frequently the case for 
mTBI/CTE—which removes the clinical tool of an anatomical map from the diagnostic 
process. Players and veterans experience mTBI/CTE in a multitude of intangible self-
reported symptoms that impact daily life, but their biological markers elude modern 
imaging tools—such as MRIs and CT scans—as we currently understand them. This 
creates a lifeworld of ‘visible invisibility’—a conundrum in the medical field. Caretakers 
can corroborate the symptoms that impact players’ and veterans’ lives, but when they 
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undergo imaging for brain mapping, distinct features of injury and disease are invisible. 
Therefore, clinicians must rely on patient and caretaker reports framed in terms of who 
they are today, versus who they used to be before the symptom presentation, to make 
educated guesses for diagnosis and recommendations for treatment.  
In the 21st century, we have many imaging apparatuses—like the MRI machine 
for example, which uses powerful magnets to construct 3-D images of body parts. 
Western medicine is dependent on these clinical images as contemporary anatomical 
maps and a mean of interpreting illness and disease. David Greely, MD, is a neurologist 
who believes many people are living with the consequences of CTE and explains that 
even in the absence of imaging ‘evidence’, CTE is visible in other significant ways. He 
describes CTE as a “physical phenomenon” that does not happen to people because they 
are “psychological frail”—as some used to believe (Mark Rypien Out Of The Shadows, 2018). 
In the case of TBI/CTE, the traditional, physician-mediated diagnostic and instructional 
process has been reinvented by an unexpected culprit: the media. 
 
Tom and Lisa McHale  
Legitimizing TBI/ CTE has brought an outpouring of research interest into the field of 
neurology and medicine. Many researchers have corroborated Omalu’s initial (2002) 
pathological identification of CTE in Mike Webster’s brain. Dr. McKee published 
officially recognized pathological criteria for the disease based on patterns substantiated 
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by repeatable cases in research (McKee et al, 2015). This publication, and the many 
popular media reports that preceded it, helped legitimize the disease, and thereby created 
a socially accepted type of suffering.  
In the Frontline documentary “Concussion Crisis” (2014), Lisa McHale talks about 
her experience of taking care of her husband, Tom McHale, in the absence of a diagnosis. 
Tom was a former NFL Offensive Guard for almost a decade and played for the Tampa 
Bay Buccaneers, Philadelphia Eagles, and Miami Dolphins. His wife Lisa says that he 
experienced repeated concussions and subconcussions, resulting in what she suspected 
was neurodegenerative CTE. She noticed a change in her husband of eighteen years when 
he became addicted to drugs, suffered from depression, and had severe mood changes 
with temper flares that were irate and violent. Tom died at 45, and Lisa donated his brain 
to the Dr. McKee and her research. The examination showed definitive pathology for 
CTE in Tom’s brain. Receiving confirmation of her late husband’s disease brought 
comfort to Lisa and her sons (McHale, 2018):  
“Restlessness, irritability and discontent describe Tom to a T today, but no way is it 
anywhere near the man I had known and the man I had been married to for years.  
I never hesitated to be public with Tom's findings because I was so fully blown away 
to know that Tom could have had the kind of injury he had to his brain and that it 
could have been caused by football.  
And I said, "My God, of course. This is information that I would have liked to have 
had. 
  
 173 
I know that for me, for our boys, and for the many loved ones he left behind, knowing 
had made a tremendous difference.  
I have no doubt that I would have agonized over the years, wondering whether it was 
possible that CTE had been a factor in my husband’s struggles and ultimately in his 
death.”  
Even though Lisa and her sons did not receive definitive answers as to why Tom seemed 
to be spiraling out of control until after his death, it was nonetheless a comfort to know 
that he was not a bad husband or an angry father; he was still the man that they had 
always cherished. They finally have a diagnosis to explain Tom’s questionable behavior 
in his last few years of life—which helps them better understand his distress in the past, 
and cope with the loss of his life in the present.  
Research efforts are now focused on searching for ways for medical experts to 
identify CTE in people while they are still alive, but as it stands today, the best answers 
that suffering patients and families will receive are “unlikely”, “possible”, or “probable”. 
Figure 25 : Tom and Lisa McHale and their sons (Concussion 
Legacy Foundation, 2019) 
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Ongoing public coverage serves to not only inform caretakers, veterans, and athletes 
about study advancements, but it also connects them with scientists, doctors, lawyers, and 
perhaps most importantly—with one another. As Lisa said, she “never hesitated to be 
public with Tom’s findings” because what she learned about his disease and its 
connections to behavior is “information that I would have liked to have had”. Mediatized 
information about CTE helped her better understand Tom’s disease, and she then used the 
media as a platform to share the information she found useful for herself and her family.  
 
The Social Importance of ‘Branding’ TBI/CTE 
The head embodies deep significance and symbolism in western culture. It engages 
multiple cultural dimensions with concise terminology. The head ephemerally represents 
the mind and all its philosophical faculties—religion, reasoning, intelligence, aptitude, 
ability, personality. It signifies power and leadership—a CEO is the ‘head’ of an 
organization, someone who sits at the ‘head’ of the table is the most honored guest, and a 
crown sits on the head of king to visually communicate his status as a ruler. With so 
many different cultural meanings for a single word, it is easy to forget the foundational 
definition: “the upper or anterior division of the animal [human] body that contains 
the brain, the chief sense organs, and the mouth” (Merriam-Webster, 2019).  
The head is often socially synonymous with the brain—the place where someone 
can endure a sub/concussion, or perhaps many, which can result in neurodegenerative 
disease like CTE. What then, does it mean when someone endures repetitive head and/or 
  
 175 
neck injuries and as a result begins to ‘lose their mind’? Why is it important that these 
‘head injuries’ and resulting illness that cause one to ‘lose their mind’ be given names? 
What significance and power does it give to impacted populations to ‘brand’ injuries and 
illnesses as ‘neurological’, ‘head injuries’, or ‘brain injuries’?  
Creating medical terms and categories and socially ‘branding’ TBI, concussions, 
and CTE as neurobiological injuries that cause degenerative disease with recognizable 
symptoms is symbolically impactful in American culture. Employing the symbol of ‘the 
head’ communicates the seriousness of the injuries to the public. Medically casting these 
injuries typifies a cultural configuration of significance, and banishes socially contested 
notions (like denials from the NFL) about whether those who are suffering can socially 
retain their masculine identities despite diagnosis (Kempner, 2014). These injuries and 
resulting disease are a ‘popular’ topic for the media to glamourize because they impact 
high-profile populations like America’s favorite warriors—the NFL and the military.  
 
Pam and Mike Webster  
Pam Webster was married to Mike for 27 years. They had been high school sweethearts 
and had four children. Mike was a center for the Pittsburgh Steelers for 15 seasons and 
220 consecutive games—the most in the team’s history (Gordon, 2017). Pam describes 
him as dependable, even when they were in college. He always called, he managed the 
finances with ease, and he always showed up for their children. She said he was a hard 
worker for the team, showing up early for practices on a regular basis, and making the 
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Pro team six years in a row. Following his last season in 1991, Pam noticed Mike’s 
cognitive state quickly decline. He became financially irresponsible and stopped paying 
bills. He was suddenly aggressive, absent, and undependable—traits that had never 
defined her husband. Pam divorced Mike following the persistence of these traits. 
Reflecting on this whirlwind of emotions and confusion, Pam explained that (Frontline, 
2014):  
“Mike wasn't Mike. He was angrier quicker than before, and didn't have the 
patience to have, you know, put the kids on his lap or take a walk with the kids. 
Like, he didn't have that stamina physically.  
He took a knife and slashed all his football pictures. They were all destroyed and 
gone and broken glass, and they were all down, you know? And it wasn't Mike. 
We didn't understand what was happening.  
You're just trying to get by in this storm. I mean, your money's gone. Your pride's 
gone. Our bills are all overdue. Our house is getting foreclosed. All this security 
is gone. All those parameters are removed. So everything's crumbling.” 
Colin, Mike’s son, also remembers his father during that time (Frontline, 2014): 
“He would forget, you know, which way the grocery store was, which way it was 
to go home. He was— he actually— he broke down in tears in front of me a 
couple of times because he couldn't get his thoughts together and he couldn't keep 
them in order. 
 I'd come outside sometimes and just see him, you know, sitting in the truck. And it 
would be freezing and he'd just be sitting there, just looking miserable. He'd say, 
"You know, the worst thing is, is I'm actually getting to the point where 
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sometimes, or if I don't have my medicine," he said, "I'm cold and I don't realize 
that I can fix it by putting a jacket on."  
Maybe the saddest I ever heard him say was when someone saw my dad and said, 
"Aren't you Mike Webster?" And he said, "I used to be." I think that really was 
how he felt because he really was. He wasn't the same person. It was— it was 
like, you know, a picture of him that was just shattered into a million pieces.” 
Mike had a lot of pain from bulging discs in his spine and hand injuries. He also had 
severe loss of executive functioning like memory, money skills, organization, and motor 
skills. He did not understand that the agony he experienced in his body was an outward 
manifestation of the damage incurred by his brain. The reason he would disappear for 
days and sleep in his car overnight was because he did not remember how to get home 
and he was too afraid to ask for help—but Mike’s family did not know that. To them, it 
seemed like Mike was undependable and unpredictable.  
They discovered these details later, after he began living in his car full-time and 
habitually fell off the radar for days or weeks at a time. Following his death, they 
discovered that he was pulling out his teeth, super gluing them back in, Tasering himself 
to fall asleep because he could not do so on his own, and that he was addicted to 
prescription medications, and was arrested at one point for forging Ritalin prescriptions. 
At fifty years old, Mike suffered a heart attack that led to a coma and ultimately, to his 
death.  
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 Mike Webster’s family agreed to his autopsy and brain donation, curated by Dr. 
Omalu. Dr. Omalu first identified CTE pathology in Mike’s brain. His family had no idea 
what that meant at the time, and neither did the world. Nevertheless, Mike’s brain 
donation and Dr. Omalu’s pathological identification sparked a war between the NFL, the 
media, players, and their families, that has lasted well over a decade. Naming CTE and 
connecting it with football and the NFL created a brand of injury. CTE is now thought 
about as a disease tied to NFL players. It garnered national interest because it impacted a 
beloved American population of sports heroes. That interest gained traction in broader 
culture because it penetrated the popular and respectable image that the NFL fights 
desperately to keep. The mediatized branding of CTE paved the way for clinical 
medicalization and social legitimation.  
How Masculine Identity and Expectations Impact Caretakers 
In the previous chapters, I unpacked some of the ways in which hegemonic structures 
ingrain and ascribe hyper-masculine identity and expectations to military and NFL 
cultures. Because of these ideals, society views soldiers and players as stronger and more 
resilient than the average man. This heroic idolization creates expectations that hinder the 
health seeking process for men who are TBI/CTE symptomatic. Junior Seau, a 20-year 
football veteran, was a victim of these heavy masculine expectations. He was a Hall of 
Fame NFL linebacker for the San Diego Chargers and New England Patriots and 
tragically took his life in 2012 at 43 years old. In a San Diego television special titled 
“Remembering Junior Seau” (2013), Aaron Taylor, a long-time teammate of Seau, 
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commented on how perceptions of what it means to be a man, husband, and father play a 
role in the hesitation men feel to ask for seek help for their symptoms.  
 “I really think it kind of brings to light the dynamic of the disconnect between 
what we, as men, think about what strength is, you know, strength is being able to 
play with a broken arm and, and smack people, and come down on goal line in a 
short yardage situations, but the reality is at the end of the day Junior Seau, for 
whatever reason…did not have enough ability or courage or strength or, to be 
able to deal with his feelings and deal with life on life's terms. 
I think it's time that we start to flip what ‘being tough’ and ‘courageous’ and 
‘masculine’ looks like, because the reality is it takes a tremendous amount of 
courage to be able to change what you're doing in your life and take certain steps 
and to be able to admit that you have faults and weaknesses just like everybody 
else…you've still got a lot of people that are depending on you financially…and 
you can imagine the emotional weight that you have to carry around.” 
 
Mark Fainaru-Wada interviewed Sydney, Junior Seau’s daughter, on an episode of 
PBS Frontline (2013) and asked her about her perceptions of her father during her 
lifetime. Sydney’s mother and Junior were divorced, but functioned as co-parents. 
Sydney says that for most of her life she remembers having a good relationship with her 
father, but in the two years before his death as she was finishing high school, their 
relationship quickly deteriorated. She recalls telling herself to stop taking the distance in 
their relationship personally because he probably had a lot on his plate. 
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Their parent and child roles shifted, and she tried to accommodate his changes in 
behavior by becoming his caretaker. She became the one who took the initiative to reach 
out and check on him because he would seldom text or call her anymore. They would 
sometimes go months without speaking, and that is when she decided to take charge of 
their father/daughter relationship. The following conversations are from that 2013 PBS 
Frontline Interview: 
“…we became really distant, and I had to step up my game and be in his face and 
actually be like: "You can't run away from me, ever. That's not going to happen. I love 
you to the moon and back, and I'm going to be here for you. And he would just -- it's 
like he didn't feel it.  
I would feel so much for him, and I would put so much energy in, and he would just 
look back at me, and he wouldn't connect. And I never understood what it was…I 
wouldn't feel like it wasn't completely vacant. It's just that it was more like he wouldn't 
acknowledge it. He wasn't acknowledging the fact that something was wrong.  
He would feel something, but he wouldn't be able to express what he felt. And because 
he couldn't express what he felt, I couldn't help, and no one else could, either...” 
 
Figure 27 : Junior Seau (Sandritter, 
2013) 
Figure 26 : Junior Seau with daughter 
Sydney and ex-wife Gina (Belson, 2015) 
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Sydney noticed the dramatic changes in her father’s behavior in the last two years of his 
life following his NFL retirement. She says that because he was her father, he wanted to 
act as though he had it all together and would often resist her concerned inquiries about 
his wellbeing:  
“There would be times where he would be off, just slightly.  
He would have to turn on that smile and turn on that face.  
I'm like: ‘What are you doing right now?  
Are you OK?  
You don't have to be 100 percent all the time.  
I'm your daughter. I'm not a reporter; I'm not someone you have to act with. Just 
chill for a second.  
Are you OK?’ 
…He would never fully answer my questions.  
He would never let me completely in,  
because he was the backbone,  
he was that strength that I had to look up to,  
and he didn't want to break in front of his little girl, obviously.” 
 
Junior was a good father. He had always provided for his family financially and 
emotionally. He retired from football about the same time that his daughter started 
noticing major changes in his character. Sydney could tell that something was wrong with 
her dad but she did not know what it was. From her shared experience, it appears Junior 
did not want to share the distressing cognitive symptoms that he was suffering from with 
his daughter. He was a celebrated football player and a strong father—perhaps he felt as 
though sharing his struggles with his young daughter would disaffirm those traits.  
Sydney tried to keep in touch with her dad for herself, but also on behalf of 
Jake—her younger brother. Junior had always been irresponsible with things like 
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sunglasses and car keys, but she never knew him to have trouble managing his own 
schedule. One day, Jake had a lacrosse game that Junior promised to attend. The team 
was warming up on the field in preparation for the game, but Junior was not there, and he 
had not reached out to Sydney about being late. She grew nervous and texted him to 
make sure he was still coming to the game: 
"I’m like: “Where are you? They're warming up right now."  
He's [Junior Seau] like, "What are you talking about?"  
And I'm like, "Jake's game."  
He was like, "I thought that's tomorrow."  
And I'm like: "No, I called you this morning. We talked about this. You need to be 
here. Get here now."  
And he obviously, like, got there as soon as he could, and he made it before the 
first half and everything… 
but it was just like, "Come on, I know you're not that irresponsible.  
I know we actually acknowledged the fact that you were supposed to be here."  
Because with him, you always have to repeat things, especially in the last, like, 
five years. 
You would have to repeat something like you're explaining it to a 4-year-old.  
Maybe five times would be the charm.  
You don't really know.”  
In the summer of 2012, Junior Seau shot himself. Sydney and Jake’s mother, Gina, 
delivered the news to them. Sydney was shocked—she was not aware of the fact that her 
father even owned a gun. Many researches approached the Seau family about donating 
Junior’s brain, and they decided to donate it to a National Institutes of Health study 
(Samson, 2013), in hopes that the results may bring them some level of comfort. 
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Pathologists determined that he did in fact suffer from CTE—likely because of his 
extensive football career. Sydney still wrestles with whether her father’s confirmed CTE 
diagnosis was a source of comfort for her, but believes in the progress of the research for 
future players and their families (Frontline, 2013): 
“Honestly, I hoped there would be some sort of relief or comfort knowing that it 
wasn't just him; there was something going on that we couldn't control, and he 
couldn't control. It wasn't just him taking, I won't say selfishly, but him taking his 
own life. There was other factors…honestly, nothing changed.  
Yes, good could come out of studying CTE, and I think it could go so far, but in my 
life, personally, what is it really going to do? 
 It's not going to bring him back.  
But in the back of my head I was like, "OK, this can help some part of me, knowing 
that it wasn't all him…there are other people out there that may have it. And if this 
research goes well, we can protect other fathers on the field and we can protect 
these people.  
They're not just players, they're not just jerseys; they're people.” 
 
Gendered Politics of CTE 
Gender differences demarcate whose suffering receives immediate attention, and who is 
expected to create a comfortable environment for those who host suffering within their 
cellular bodies. In the NFL, players are exclusively male, and in the military veterans are 
majority male. Both populations have a social expectation of heterosexual identification 
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which is tied in with the hyper-masculine frameworks of both cultures. Those who marry 
will expectedly choose female partners, and those who do not marry will likely rely on a 
mother or a girlfriend. 
 This gendered dynamic translates to an imbalance on both sides of TBI/CTE—
who suffers, and who becomes a caretaker. In traditional American society, women fill 
caretaker roles. Though contemporary thoughts on gender roles and women in the 
workplace is causing some cultural shifts, there are still strong social expectations for 
women to still maintain the household as primary caretakers and homemakers. Because 
of these expectations, women have the responsibility of caring for others in addition to 
caring for themselves. Gender roles are perhaps the most embedded in the relationship 
between a husband and a wife. When the kids are sick and need to stay home from 
school, the mother is typically the one who takes off work to stay home and care for her 
children. When the husband falls very ill, wives usually quit their jobs to stay at home to 
nurse them back to wellness. While talking with caretakers at the conference, I noticed 
the theme that these women do a lot of the health management for their husbands and 
their children—like making doctors’ appointments, preparing meals, and monitoring day-
to-day habits.  
With so much information about TBI/CTE still unknown, caretakers will have to 
continue chaperoning the health-seeking process. Eleanor Perfetto’s struggle to navigate 
the health seeking process for her husband—Ralph Wenzel—came to a climax in the mid 
2000s (Timeline, 2014). Ralph Wenzel played 6 seasons in the NFL as a guard for the 
Pittsburgh Steelers. In the late 1990’s, at the age of fifty-six, he began experiencing mild 
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cognitive impairment—an early form of dementia. By the early 2000’s, Ralph could no 
longer drive, bathe himself, or read a newspaper: 
“As the disease progressed, he went from being ill but functional to getting to the 
point where he could no longer, you know, dress or feed himself. And in the last 
year- and-a-half to two years before he died, he couldn't even walk anymore.” –
Eleanor Perfetto (Timeline, 2014) 
Eleanor could not care for Ralph alone, so she moved him to an assisted living facility—
even though he was only in his early sixties. By this point, Ralph had been diagnosed 
with severe cognitive impairment. During this time, Eleanor was petitioning the NFL and 
the NFLPA (NFL players association) for help. She read media articles about other 
former players receiving financial payouts due to cognitive impairment, TBI, and 
possible connections to CTE, and she wanted answers from the NFL to better understand 
her husband’s suffering. When her efforts and inquiries were met with silence, she 
decided to take a direct approach. Since Ralph was physically unable to represent himself 
at the NFL meeting about caring for retired players—led by commissioner Roger 
Goodell—Eleanor decided to attend in his place. Goodell met her at the door, and refused 
her admission:  
And I said, "I'd like to attend this meeting."  
And he said, "No, you can't attend. It's only for players. It's not for anyone else."  
And I said, "But my player— my husband is a player who's severely disabled, and 
he can't be here right now." 
By denying Eleanor entry, the commissioner refused her access to information as a wife. 
Because she was a caretaker, and not a player, she was physically barred from sitting at 
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the official discussion table in place of her husband. This action delegitimized not only 
her authority as a stakeholder in Ralph’s past, present, and future, but also minimized her 
distress as a caretaker. Ralph died in 2012 at sixty-nine years old from natural causes. At 
the time of his death, he was not walking, talking, or eating solid foods, and had lost one 
hundred and forty pounds. In the end, Eleanor donated his brain to Dr. McKee and her 
research with BU. Dr. McKee found CTE in Ralph’s brain, and described it as the worst 
she had seen out of the 90 brains cases that she had dissected so far (Rohan, 2013).  
 Eleanor’s struggle to chaperone Ralph’s tumultuous help-seeking journey shares a 
lot of similarities with Kara’s, and Kim’s, and Pam’s. These women who became 
caretakers were not only chaperoning the help seeking process for their loved ones by 
seeking out doctors, looking up symptoms on the internet, watching videos, hiring legal 
representation, managing symptom presentations, determining paths for daily and long-
term coping, and reinventing a new ‘normal’—they were also helping to maintain their 
husbands’ identities as men, and co-constructing hope for their loved one’s uncertain 
future.  
 
Chaperones of Help-Seeking Process 
The ‘sick role’ is a social role that people gain access to if society accepts their illness as 
legitimate (Parson, 1975). As discussed previously, mediatization has functioned to 
socio-medically legitimate TBI/CTE, and therefore, those who suffer from them can 
justifiably inhabit the sick role. Parallel to the sick role is the personal journey through a 
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‘hierarchy of resort’ (Schwartz, 1969). An individual’s hierarchy of resort refers to the 
order in which he/she/they seek out various forms of care. This hierarchy is both 
individually derived and culturally influenced. There can be few or many stops on the 
journey through a hierarchy of resort, with incremental or considerable variances between 
ranked options.  
The journey through a hierarchy of resort begins after experiencing sensations 
that a person feels is indicative that something in their body is abnormal. This 
classification process is decidedly individualistic, but is also socially informed by the 
options available within a cultural setting. To aid in understanding the concept, I have 
laid out an example of a hierarchy of resort that may exist within a biomedical culture 
such as the US:  
First, inquire from modern technology: “Hey Siri, what can I do about my 
recurrent forgetfulness and frequent mood changes?”. If the yielded information 
is insufficient, then the individual would go on to the next form of care.  
The second strategy is asking family or friends about what they think the problem 
may be and their proposed solutions to it. If this is also unsatisfactory, then the 
individual must go on to the next form of care.  
The third option would be to go see a neurologist who can produce brain scans 
and perform cognitive testing. When those results yield inconclusive evidence 
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despite tangible neurological complaints, the individual would have to go on to 
the next help-seeking option.  
The fourth selection would be to see the neuropsychologist that the neurologist 
made a referral to.  
The journey through a hierarchy of resort continues until the sensations alleviate, a 
solution/ therapy/ medicine is prescribed and effectual, or until the individual decides to 
stop the strategic ‘health seeking’ process.  
Anthropologist Rama V. Baru (2005) says that the experience of disease “is a 
form of social suffering that is an outcome of the complex interplay of biological, 
socioeconomic, political, and institutional factors in a given society”. This approach to 
disease perceives socio-economic, political, institutional, environmental, and 
distributional factors in addition to the obvious biological ones. This is a ‘life course 
approach’ (Mishra et al, 2010) which includes the medical gaze, but expands beyond the 
mechanics of the body to include a holistic lifetime perspective. This type of analysis also 
examines population response and coping mechanisms. Health seeking strategies are an 
outcome of these complex interactions. The health seeking process is embedded within 
an individualistic hierarchy of resort. In terms of TBI/CTE, the health seeking process 
and navigation through hierarchies of resort for those suffering is often chaperoned by a 
caretaker.  
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Kara and Ryan  
While at the 3rd annual CTE conference, I sat next to a husband and wife, who 
looked to be in their 50’s. We introduced ourselves on the first day. Ryan and Kara 
travelled from Pensacola, Florida to attend the conference. Doctors at the VA in 
Richmond, Virginia recently diagnosed Ryan with “probable” CTE. They were attending 
the conference to learn more about what that diagnosis might mean for them. Ryan was in 
the Air Force for over 30 years. Kara was a teacher on several of the military bases where 
they lived during her husband’s extended military career. Together they raised four 
children, all of whom are currently enlisted in different branches of the military. As the 3-
day conference unfolded, Ryan, Kara and I got to know each other fairly well. We shared 
a lot of stories about our independent travels, and what we think of the world outside of 
the US. Ryan’s trained service dog—a vanilla colored Labrador named Olivia—was even 
comfortable with me by the last day of the conference, and sat under my chair with her 
head resting on my feet.  
Kara had a kind smile, and light blonde hair. She was petite, but spoke with a 
gentle power. Ryan was a tall man, several inches over 6 feet, and a little bit overweight, 
with a gray hair military style buzz cut. He wore dark colored glasses most of the 
conference—even indoors. He had an extreme sensitivity to light, difficulty hearing, and 
PTSD, all due to his combat service. Additionally, Kara explained to me that in recent 
years, Ryan had begun to suffer from bouts of anxiety, mood swings, depression, extreme 
forgetfulness, and declining motor skills. Kara was concerned about her husband’s day-
to-day activities. His motor skills caused him to fall frequently. With his size, and Kara’s 
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petite frame, it was difficult for her to help him get around. She looked into a nearby 
service dog center in their town, and inquired about the options for Ryan’s anxiety and 
motor skills condition. He was matched with Olivia in a matter of months.  
I asked more about Ryan’s mental state from a clinical perspective. What were the 
doctors saying to them? Who did they seek help from? What advice were they given to 
cope with his variety of daily symptoms? Kara and Ryan took turns telling pieces of 
Ryan’s recent medical journey, but mostly when Ryan spoke, Kara would retell his parts 
in a more coherent manner. She shared a great deal with me about her role in Ryan’s 
wellness. The following narrative is a reconstruction of fieldnotes I took of my many 
conversations with Kara and Ryan over the three-day conference.  
“I do everything I can to help him feel like he can still do things on his own. 
 
I put sticky notes everywhere as reminders- in the bathroom on the mirror, on every door 
in the house, in the car, in the kitchen. 
 
We have synchronized calendars and Apple watches so I can see when he has an 
appointment or a reminder to do something and I can make sure he gets it done or I help 
him get things accomplished. 
 
He has a chore chart of responsibilities, like feeding his service dog (she puts the food in 
14 bags labeled for each day of the week, so it’s clear if he has fed the dog or not) or 
washing dishes or putting on his pants before he goes out the door, and I make sure he 
checks off after each completed task. 
 
We have an activity room at the house where I try and keep his mind simulated. It has 
things like Legos, simple puzzles, and even a little wood working station—that’s 
something he did as a kid and still remembers how to make some little things. That makes 
him happy.  
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I had to order cameras to put up in every room, with alerts that go to my phone when 
they’re set off, because he gets up at night sometimes and wanders around, and has no 
memory of it at all. 
Sometimes I’ve found him outside in the yard at night and asked him 
 what he’s doing and he has no idea what’s going on. 
He just doesn’t know. 
 
He can’t drive anymore because his motor skills are not reliable enough. 
He uses the walking cane and our service dog, but even before that happened, he would 
just get this crazy road rage and it would scare me. 
I would fear for my life in the passenger seat  
because he was going so fast and driving like a maniac. 
So I drive now. 
 
And I used to bring him to all his doctors appointments, but a lot of his doctors started 
requesting that I be present for them now, because they want to make sure I’m aware of 
what’s going on. 
 
He’s always been the provider of our home, the man’s man, and the husband. 
It took him a really long time to start sharing things his doctors told him about his mental 
state with me because he didn’t want to let go of that strong man role as the husband and 
father. 
That’s not who he is. 
He’s the military man. 
 
All of our kids went into the military too, so he didn’t want to tell them about it for a long 
time either.” 
 
Kara’s background in teaching equipped her with many important techniques—like 
profound patience and skillful organization—for structuring her and Ryan’s new life. Her 
dedication to Ryan throughout their spousal years gave her a great sense of agency in 
supporting his wellbeing. Kara spends the bulk of her time setting up things around the 
house that can help Ryan feel “successful” in his own life. She goes to great lengths to 
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make him feel autonomous. As I observed their interaction and listened to Kara’s details 
about their life, I could see that she worked very hard to help him maintain a strong sense 
of autonomy and masculine identity. She understands how important it is to him that she 
and their children still see him as a husband who can provide for them and a father who is 
strong and resilient.  
Kara quit her job when doctors started asking her to accompany Ryan to his 
appointments. With his unpredictable motor skills, and mood swings that include intense 
road rage, Kara now drives everywhere. She has transitioned from the role of wife, to the 
role of chaperone and caretaker. They go to far fewer social events, more doctor 
appointments, and have higher surveillance in their home than they ever did in the 
military. Keeping up with Ryan’s needs is a full-time job. Kara strongly believes Ryan 
has CTE—there is no doubt in her mind. Nonetheless, it was reaffirming for her to hear 
doctors at the VA confirm what she already felt was the truth. She said that for Ryan, 
hearing the doctors agree caused him to accept her help more readily. With so much of 
her life spent caring for Ryan, I asked myself, “who is taking care of Kara”?  
 
Who is Caring for the Caretakers? 
“You have to realize there’s somebody like us that needs help as well.  
With these guys in sports, they’re pretty big and they’re hard to handle.  
Please realize how important our role is as well and the work you need to do.”  
–Wife of former NFL player (3rd annual CTE conference, 2018) 
How can you prepare for the unpredictable? How can you overpower a man three times 
your size and weight? How can you be ready for the split-second aggressive outbursts 
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that give no warning? How can you be in more than one place at a time? How can you 
keep track of your own schedule as well as someone else’s? How can you help your 
husband/ father/ son feel masculine and autonomous when the truth is, he sometimes 
cannot remember to put on his pants before leaving the house? How can you help a loved 
one who is clearly suffering in ways that you do not have answers for? How can you 
maintain your own career, friendships, and personal life when your loved one is 
unreliable, unpredictable, and needs your constant attention—even if they are unwilling 
to admit it? These are some examples of the tough questions that caretakers grapple with.  
Sydney, though only a senior in high school at the time, took on the role of 
caretaker for her father, Junior Seau, by reaching out constantly to check in on him, and 
managing his day-to-day schedule as best she could. She grapples with her father’s 
suicide—though he was just 43 years old.  
Eleanor stood up to the Commissioner of the NFL, who publicly denied her 
information that concerned her institutionalized husband. She took care of Ralph until he 
became physically too much for her to manage on her own—she even had to sell their 
home to pay for his assisted living fees. As a middle-aged woman, she lived in the homes 
of friends in the city to be closer to Ralph’s facility. She endured Ralph’s premature death 
at the age of 69.  
Kara quit her job to be at home with Ryan full-time so they would not have to hire 
and pay for extra help. She employed her crafting and organizing skills as a teacher to 
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encourage Ryan’s cognitive stimulation. She went to great lengths to help him feel as 
though he can manage his own calendar and daily activities—which she still oversees.  
Kim, after divorcing Mike, saw him desperately struggle to live on his own and 
allowed him to move back in with their family. She then changed the pace of her and 
their daughter’s lives to fit Mike’s needs and help him be able to go to work every day. 
She still manages his activities and memory by implementing the fanny pack system, 
overseeing his health, and co-chairing the “Rise Up” organization.  
Pam and her family unexpectedly lost their home, and she later divorced her long-
time spouse and high school sweetheart. She tried to understand what Mike was dealing 
with when he had violent and aggressive outbursts. She would look for him when he went 
missing. She talked with the family about what they could do to help. She endured 
Mike’s horrific last years of life and sudden death when he was just 50 years old.  
The weight of the unknown is an emotional roller coaster that simultaneously acts 
like a merry-go-round. Women act as pioneers and chaperones in the health seeking 
process of exploring the uncertainties of “unlikely”, “possible” and “probable” CTE. As 
primarily daughters, wives and mothers, taking care of fathers, husbands, and sons with 
serious TBI/CTE symptomology often becomes a full-time job. Navigating tasks of all 
kinds is time consuming, and mentally, physically, and emotionally taxing. Their social 
lives diminish, their bank accounts shrink, their mental and physical demands increase, 
and their emotional burdens weigh heavy. If caretakers are expending themselves by 
caring for others, it begs the question, who is caring for them? Their burdens for the 
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foreseeable future are unpredictable. It is important that clinicians’ partner with 
caretakers to discover what their needs are, and in what ways they also need care. 
 
Conclusion 
“I don't think anyone else but the wives, sisters, mothers, daughters, and Ann McKee, 
could have forced this issue into American consciousness.” 
–Jane Leavey (Frontline, 2014) 
 
Mediatization and the medical legitimization of TBI/CTE creates an accepted space of 
belonging for those suffering from neurological ramifications. TBI/CTE symptoms 
impact caretakers on vastly different planes than those who are suffering physically from 
“unlikely”, “possible”, or “probable” CTE. They are tasked with the weight of 
chaperoning help-seeking, managing symptom presentations, determining paths for daily 
and long-term coping, and reinventing a new ‘normal’. Care-taking is a heavy burden that 
requires social and medical support systems to help caretakers cope with the stress of 
caring for loved ones in the context of what “might be”. Meeting the emotional and 
practical needs of caretakers is vital to the preservation of hope for those who are living 
with the symptoms of TBI/CTE, and their families. Nonetheless, caretakers remain 
resilient despite a lack of formal frameworks of support and predetermined agendas for 
clinical direction and diagnosis.  
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CHAPTER SEVEN: IN THE END  
 
 
“We are members of one another. 
What binds us together is far greater than what separates us... 
because of our interconnectivity, what happens to the least of us happens to all of us. 
Whatever you do for the least of us, you do for all of us.” 
—Dr. Bennet Omalu 
  
Figure 28 : Child and American Flag at NFL Game 
(Giraldi, 2013) 
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Mediatization and Legitimation of TBI/CTE 
“Media leads to enlightenment, which leads to contributions, which leads to a cure” 
 –Leslie Visser (3rd Annual CTE Conference, 2018)  
 
Affected populations learn about the dangers of TBI, concussions, subconcussions, and 
CTE, through its mediatization. This medical/media phenomenon is useful for building 
support groups and connecting the community—the way Mike and Kim have used it to 
spread word about the Rise Up project. Support for communities that are suffering from 
the uncertainty of CTE diagnosis comes in all forms: wives of NFL players used social 
media platforms and started a Facebook page to connect and build a system of support for 
one another (Belson, 2017), and family members of veterans can use online VA resources 
to find support groups or medical helplines. I met veterans, athletes, and caretakers who 
took notes during presentations, asked questions during the Q & A time, and shared their 
experiences with CTE in panels about personal impacts.    
The media helped legitimized TBI/CTE by communicating information related to 
popular subcultures to the American public This gave everyone from the stay-at-home 
parent to the traveling salesperson access to socio-medical data like research reports and 
personal experiences about the injury and disease. Formal reports on health issues used to 
only appear in medical periodicals like Journal of the American Medical Association, 
Journal of Neuroscience, or DoD quarterly publications. Today, popular media sources 
such as Sports Illustrated, BuzzFeed, and The Washington Post have an equal stake in 
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reporting cutting edge therapies, cures, and research. in everyday news. This open 
admission to evolving information about TBI/CTE created a historically atypical 
hierarchy of resort and help-seeking process in biomedicine. 
Mediatization of TBI/CTE is a product of contemporary American society’s access to 
a variety of media platforms that convey information 24/7. Prior to mediatization, the 
symptoms that plagued players, veterans, and their caretakers, were in what 
anthropologist Joanna Kempner calls a “legitimacy deficit” (Kempner, 2014). Clinical 
branding of a disease creates a place of belonging in broader culture. Belonging ushers in 
widespread acceptance of the sick role, and therefore, social legitimation. Disease 
categories reflect social stages in history as much as they reflect biological aptitude and 
understanding. 
The medicalization of TBI/CTE has been rapid, widespread, and readily accepted—
this is due, in large part, to the gender constructs that underlie it, and the mediatization of 
both ailments. In the case of TBI/CTE, contemporary media platforms have arbitrated 
these biomedical and social (biosocial) legitimations by glamorizing the injuries, 
symptoms, and disease. An abundance of structural support lent by hegemonic political 
powers has also benefited these legitimation processes. Congress officially acknowledged 
TBI as the “signature injury” of the Iraq and Afghanistan wars, and two years later called 
attention to the “concussion crisis” in a national hearing. In doing so, TBI and 
concussions, and later CTE, became national spectacles and high-profile topics of 
discussion, energizing their socio-medical legitimation. This formal branding brought an 
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outpouring of research interest, followed by more funding, which has resulted in quickly 
growing understandings of TBI/CTE. Furthermore, it has given their families, their 
caretakers, peace of mind when they receive confirmed diagnoses that explain the erratic 
and deviant behavior of their deceased loved ones. 
CTE and TBI are marketable ailments because they affect two popular American 
subcultures that demand a lot of media real-estate due to their cultural celebrity. 
Regardless of the aggrandized narratives surrounding the symptoms, categorizing them 
gives distressed veterans, athletes, and caretakers a group where they can belong. They 
are no longer fumbling through their lives unable to explain or understand things like 
frequent forgetfulness, irresponsible behavior, abrupt problems with addiction, and 
unpredictable mood swings. There is now a ‘place’ in the biomedical world for veterans 
and players to occupy without sacrificing masculine ideals about heroism and identity, or 
fear of being perceived as weak for seeking help. This inhabitable space has given their 
suffering cultural significance, which highlights the importance of medical terminology 
and diagnosis in understanding which illnesses and diseases are worthy of social 
acceptance, support, and empathy.  
 
The TBI/CTE Issues in the Present—An Early 2019 Update 
There is hope on the horizon for the future of those who suffer from the cognitive, 
emotional, and physical effects of TBI/CTE. Researchers like Dr. Ann McKee and Dr. 
Robert Stern work tirelessly to discover tangible ways to diagnose CTE in the living. For 
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the last two decades, brain donation has played an important role in TBI/CTE research by 
providing scientists with samples from many different individuals for dissection and 
comparison. As stated at the CTE Conferences I attended, scientists need more brain 
donations to continue this research and advance the quest for answers concerning 
prevention, diagnosis, therapy, and recovery. Dr. Ann McKee and Dr. Michael Alosco 
(both affiliated with the BU CTE Center for Research) are conducting genetic research, 
and remain hopeful that determining a diagnosis in the future could be as simple as 
looking for biomarkers in blood samples. Until then, establishments like Mike and Kim 
Adamle’s Rise Above organization (https://mikeadamle.org/) and the Concussion Legacy 
Foundation (https://concussionfoundation.org/) dedicate their time and capital to provide 
individuals who may be suffering from symptoms with information and resources for 
living with the possibility of CTE. 
 
The Youth Football Problem 
Though rates for youth football enrollment have dropped by 6.6% in the last ten years, a 
closer analysis of the stratified numbers reveals underlying structural violence related to 
economics. When categorized based on income, high school football participation 
numbers indicate that even though the overall number of players on the roster fell by 
14.8%, the proportion of low-income students rose by a striking 25% (Morris and Martin, 
2019). 
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Albert Samaha—a Buzzfeed News investigative reporter—spent two seasons 
observing the Mo Better Jaguar kids football program (age 7-13), which is situated in a 
low-income and crime-ridden neighborhood in Brooklyn, NY (Morris and Martin, 2019). 
Samaha discovered that the children chose to play football even though they (and 
assumedly, their parents/legal guardians) were aware of the brain injury risks. The reason 
they chose to play despite these risks was not primarily related to a chance at stardom or 
an athletic dream, but was linked to finances and education. When Samaha asked the kids 
why they played despite the risks, many said that they wanted to get college scholarships. 
Additionally, top-tier private high schools in New York City sent their coaches to the 
Jaguars practices, and incentivized their athletic performance by promising them 
scholarships opportunities if they played well enough.  
Currently, the odds of a male acquiring a college scholarship based on football 
athleticism is 43:1, and athletic grants for football are higher than any other sport—nearly 
26,000 per year in NCAA and NAIA schools (Morris and Martin, 2019). The compelling 
financial component of youth football exposes inherent structural violences in football 
culture that disproportionately impact underprivileged populations. Football represents a 
small chance for kids from low-income, high-poverty settings to break free of their harsh 
environments. Samaha says that, "at a time when the educational gap continues to widen 
between low income, particularly black and brown kids…football offers a path to upward 
mobility that is not really available through any other extracurricular activity." Though 
the Mo better Jaguar players know the risks of participating in football, they—unlike 
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middle and high-income students—must factor these into larger risk assessment 
frameworks, because they are also trying to avoid other present structural violences—like 
poverty, crime, and low education. Even at their young ages, they know that these present 
dangers shrink their pool of opportunity to improve their long-term quality of life.  
After playing at Boston College for four years, and the NFL for eight, Paul brings 
a unique inside perspective to the future of football—so I asked him for his thoughts on 
youth leagues. He says, with all the information we have today about the development of 
the brain in childhood, and the dangerous long-term ramifications of sub/concussions, the 
idea of letting kids play full-contact tackle football is: “Unnecessary. I wouldn’t let my 
son play if I could do it again. Maybe flag football, with light protective gear”.  
At the time of this thesis, five states (Maryland, California, New Jersey, New 
York, and Illinois) have proposed various kinds of legislation that seek to ban youth 
tackle football (DeCaro and Kaplan, 2019). While President Donald Trump uses his 
political platform to decry recent advancements in football safety policies—saying that 
officials are “ruining the game” by penalizing players for brutal hits—NFL Hall of Fame 
quarterback Brett Favre is using his celebrity to advocate for a federal ban of youth tackle 
football (Raskin, 2018). He anticipates more states will follow suit, and superimpose 
ordinances for safety regulations and age-related standards. By promoting the need for 
stark changes in youth tackle football practices, Favre hopes people will remember him 
more for his advocacy efforts than his 20-year NFL career.  
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In a similar vein, some universities are working to improve player safety by 
banning tackling drills during regular season practices (Sullivan, 2016). Coaches expect 
that modifying traditional regulations will decrease exposure and incidence of 
sub/concussions, thereby lessening the possibility of developing CTE in the future.  
 
Military Progress 
Unlike professional and recreational football organizations, the VA is a governing 
institution solely dedicated to serving healthcare to veterans and their families. In 
commitment to this mission, the VA conducts internally funded research initiatives to 
better understand the needs of veterans and ultimately improve their quality of care. The 
most recent technological progress in military medicine comes in the form of 
revolutionary portable diagnostic devices for TBI (Armstrong, 2017), laser light therapies 
(Nielson et al, 2015) and transcranial magnetic stimulation for energizing neurological 
healing (Dang et al, 2017). Some VA sites also offer options for 
alternative/complementary forms of medicine—such as Rieke, acupuncture, or yoga. 
Some of the photos I used in this thesis (Figures 21 and 32) from National Geographic 
(2016) were from an art therapy class held specifically for veterans who were 
experiencing persistent TBI symptoms. These are just a few examples of VA-related 
progress for responding to TBI—the signature injury of the Iraq and Afghanistan wars. 
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Involving At-Risk Populations in the Decision-Making Process 
Administrative power structures—like the VA and the NFL—need to give decision-
making power to individuals within high-risk populations who endure TBI/CTE. 
Members of these subcultures serve as key informants that can positively influence the 
direction of research, protocols, policies, and strategies for prevention and recovery. 
Identifying appropriate members of these at-risk populations to represent their cultures in 
these processes, begins by asking the right questions.  
The VA committee known as the Veteran Engagement in Research Group 
(VERG) involves the veteran population in decision-making processes when deciding 
what research topics to pursue. VERG involves veterans in the Bedford and Boston 
communities, and has the mission of actively employing “pathways to better incorporate 
Veteran perspectives into the various aspects of our research”. In doing so, VA staff 
members of VERG “hope to increase the significance, adoption, and dissemination of 
research discoveries to Veterans and those who serve them” (Center for Healthcare 
Organization & Implementation Research, 2017). If the goal of an organization is to truly 
serve its population, then there is perhaps no better way to do that than by involving 
members of the serviced populace in decision-making processes to ensure that their needs 
are authentically understood and prioritized accordingly.  
In terms of the NFL, their administration should be asking foundational questions 
like: who would be the ethical choice to responsibly engineer appropriate game-time 
protocols, standards for rest/recovery, and options for short- and long-term injury 
prevention? An answer to this question would most likely take the form of a collective 
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team-like committee made up by a collaborative amalgamation of neurologists, 
clinicians, researchers, current/former players, NFL administrative officials, and 
alternative/complementary medical practitioners. Perhaps the NFL could follow the 
structure of VERG and institute better decision-making practices by including the 
perspectives of those who are affected by playing in the NFL.  
There is at least one advocate for the players that NFL Commissioner Goodell 
elected to the League’s official Management Council—former player, and Green Bay 
Packers President and Chief Executive Officer—Mark Murphy. Murphy has a history of 
working on negotiation committees during League strikes and lockouts. In the 1980’s, he 
worked as a player representative on behalf of the NFLPA. Today, he works for the other 
side—the owners. Murphy controversially switched sides around 2011, but his goal is the 
same as it was in the 1980’s—that he is still “trying to do what’s best for the League” 
(Myers, 2011). He says that his experience as a former player informs his approaches to 
management as a League administrative official: "Having the experience that I've had, I 
can definitely see things from a player's perspective. Hopefully, that can be helpful in 
finding a middle ground to reach an agreement." 
 
Recommendations for Future Research 
Caretakers 
My principal recommendation for research is increased attention to expanding the focus 
of TBI/CTE in ways that include caretakers of NFL players. I say NFL caretakers 
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because the VA, with their mission of providing care for veterans and their families, has 
networks in place to support caretakers for veterans (https://www.caregiver.va.gov/). 
These support systems are unique in that they recognize the important role that caretakers 
play in the overall well-being of veterans, and have created programs that equip 
caregivers with tools for managing their own lives and the lives of their loved ones.    
Many of these caretaker individuals neglect to consider their own needs because 
they are consumed by their caretaking responsibilities. The wellness of this population is 
pivotal for maintaining the health of veterans and players. If caretakers’ needs are not met 
long-term, it will eventually impact the other two populations—in this way, caretakers 
are the bedrock in maintaining positive lifeworlds in the face of uncertain TBI/CTE 
diagnosis. Kim and Mike Adamle are a great demonstration of how crucial the support of 
loved ones is for those who live with possible and probable CTE. More interviews with 
caretakers are needed to better understand what their needs are, and how to create tools 
and support systems that meet those needs.  
In addition, caretakers employ effective management strategies and invent 
organizational systems for living for someone who suffers from persistent TBI/CTE 
symptoms. Their ingenuity and resourcefulness could be of great benefit to others in their 
population. There is a need to document the various implementations invented by 
caretakers to better inform strategies for managing veterans and players day-to-day.  
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Over the course of the Annual CTE Conferences, I observed many women 
introduce themselves to each other and share their similar stories of caretaking. These 
women seemed relieved to hear stories like their own, and reassured to know that they 
were not alone in their experiences. With so much socio-medical time and energy focused 
on the veterans and players who suffer, two questions come to mind: who is caring for 
caretakers, and what are their needs? From my own conversations and literary/ media 
investigations, several ideas have germinated in my mind that are at the very least, a 
place to start.  
One idea to provide care for caretakers is organizing supportive environments that 
connect them with others who share their struggles. This would provide an open forum 
for questions, answers, and advice on health-seeking strategies and managing the needs 
of their loved ones. This sanctioned group environment would help socially legitimize 
their distress and experiences related to TBI/CTE phenomenon. Another related notion is 
organizing accessible individual and group therapy sessions to deal with emotional 
taxation that caretaking can encompass. Online sessions could be a great resource for 
caretakers who are unable to leave their ailing loved one unattended. As I mentioned 
prior, the VA has established a national program for supporting veteran caregivers. 
Perhaps the NFL could use the VA’s preexisting support frameworks and modify them to 
fit the dis/similar needs of NFL caretakers.  
Then there are also the everyday needs of caretakers. Not every caretaker is 
equipped with a teaching background like Kara, so perhaps classes or seminars that 
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provide tools for improving communication, organization, scheduling strategies, and 
motivational ways to engage cognitive thinking would be helpful. Accessible learning 
courses on TBI/CTE, its symptoms, and how to manage and respond to them at home 
could also be useful.  
Compiling and distributing manuals or informational booklets that have important 
materials like contacts, doctors in different regions, research centers, equipment, help 
centers, strategies, online sources, etc. could be a great resource. Likewise, an email 
chain that sends updates about research, conferences, and events would help inform 
caretakers about contemporary clinical progress and give them access to knowledge and 
community.  
Finally, financial troubles are a profound source of stress for many caretakers. 
The cost of full-time care is high, and not a viable option for many families. Foundations, 
organizations, charities, or fundraising events to help with medical care costs, in-home 
aids, rent, and other expenses are a needed resource. The VA for example, has a stipend 
program that caregivers can qualify for that is useful for helping cover the costs of 
caregiving.  
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NFL Research  
My final research recommendation involves the NFL population. The League’s 
financially-fueled biopower over players’ physical bodies caused mismanagement—and 
what I suspect was intentional concealment—of dangerous football-related head injuries. 
To ensure that this grave atrocity does not occur in the future, it is vital that the NFL 
involves its players as stakeholders in decision-making meetings. Interviews for data 
collection are needed with former and current players to better understand whether they 
currently feel empowered to speak up about their needs, and if/ how they would like to be 
involved in strategic decision-making processes in the NFL.  
 
Reflection 
As a young anthropologist and novice researcher, the process of creating investigative 
frameworks and carrying out analysis for this thesis, in conjunction with taking two years 
of full-time graduate classes, was more of an investment than I expected. As I delved into 
researching the lifeworlds of veterans, players, and caretakers, I increasingly realized that 
this thesis was a vast undertaking. The most difficult part of the process was not writing 
the work itself, but my constant deliberation between what details were significant 
enough to include and which ones were better to omit.  
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My last-minute decision to include caretakers as a third population affected by the 
symptoms of TBI/CTE added to the complexity of my data, and ultimately strengthened 
the content. I considered leaving caretakers out of this work, but as I reviewed data from 
my informal interviews with various women, I felt compelled to present their experiential 
narratives alongside veterans and football players. Their role in the mediatized 
phenomenon of TBI and CTE was, and continues to be, crucial for those who suffer from 
symptoms and uncertain diagnoses.  
While I can rest easy at night knowing that I put my heart, soul, time, mind, and 
money (not necessarily in that order) into this thesis, I am aware that it is one of the only 
bodies of work at this time that explores in-depth cross-cultural comparisons between the 
military and the NFL, and involves the experiences of caretakers in an equal capacity. 
Because of this, it will likely come under scrutiny, and be utilized as a source of 
foundational work, waiting to be built upon and improved by others in the future. I 
understand that is a possibility for my work, but I am nonetheless proud to author it in the 
present.  
The best testimony I can give is that I worked tirelessly to stay abreast of the 
ceaseless outpouring of media reports and clinical articles to deliver the most up-to-date 
information. In conjunction with these ongoing efforts, I took every precaution to 
truthfully and thoughtfully unpack the narratives of the veterans, players, and caretakers I 
had the pleasure of interviewing. I hope to build on this body of work in the future, while 
also leaving space for my mind to take flight and pursue other topics for research and 
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discovery. It is my belief that one of the greatest joys in life is to learn, and for me, these 
past two years of graduate school have allowed me to indulge my greatest joy. If you 
have made it this far, I hope you enjoyed at least some portion of the great deal 
information that this thesis explores.  
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